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New Methods for the Selection of Public 
Health Personnel 


REGINALD M. ATWATER, M.D., Dr.P.H. 
AND 
LILLIAN D. LONG, Pu.D.* 


HE Merit System Unit of the American Public Health Association traces 
its origin to the passage of the 1939 Amendment to the Federal Social 
Security Act. This Amendment gave to the U.S. Children’s Bureau power 
to require states to provide for the ‘establishment and maintenance of per- 
sonnel standards on a merit basis’ in connection with those programs of a 
public health nature for which the Children’s Bureau administers the Federal 
_ funds made available by the Act. A similar requirement was written into the 
regulations of the U.S. Public Health Service.f In order to assist the states 
in the establishment of such merit systems, the Children’s Bureau and the 
Public Health Service set up certain criteria for the evaluation of procedures 
proposed by the states. The objectives which these criteria express are essen- 
tially the same objectives which have long been maintained under the civil 
service. The distinction between the civil service and the merit system, how- 
ever, resides chiefly in the fact that authorization for civil service is based upon 
law, whereas authorization for the development of the merit system is based 
upon regulation. 
One of the criteria relating to the selection of personnel was that personnel 


Presented at the thirty-third annual meeting of the Canadian Public Health Association, held 
in Toronto on November 6-8, 1944. 

*Director and Psychometrician, respectively, Merit System Unit, The American Public Health 
Association, New York City. 

tFor a discussion of the development of the merit system program in the field of public 
health, following the passage of the 1939 Amendment, the reader is referred to an article by 
L..E. Burney and F. M. Hemphill, Merit System in Public Health, Am. J. Public Health, 1944, 
34: 1173. 
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in a merit system must be selected competitively on the basis of an examining 
process which, in the case of professional personnel, should include either a 
written examination or a so-called unassembled examination. Recognizing as 
they did the importance of using only examination material of high calibre for 
this purpose, and aware also of the difficulties involved in the preparation of 
such material, the Children’s Bureau and the Public Health Service turned 
to the American Public Health Association as a professional organization of 
public health workers to enlist its assistance. 

Since 1941, then, the American Public Health Association has been de- 
veloping examination material to be used by the states in the selection of 
public health personnel. The states are in no sense under any compulsion to 
use these examinations, but as they have grown increasingly aware of the 
quality of the material offered by the Merit System Unit, and of the knotty 
problems involved in attempts to prepare such material locally, they are 
making increasing use of what the Merit System Unit has to offer. So far, 
the subject-matter areas in which examinations have been developed are 
Administrative Public Health, Public Health Nursing, Laboratory work, and 
Environmental Sanitation. The first examination in Public Health Nursing 
was prepared by the Unit in July, 1942, for the State of Arizona. Since that 
time the Merit System Unit has prepared 80 nursing examinations, ranging 
from those for clinic nurses to state directors; 19 laboratory examinations, 
ranging from a laboratory technician position to the assistant director of a 
laboratory; three examinations in Sanitary Engineering; and two examina- 
tions for Administrative Health Officers—a total of 104 examinations in 19 
states. Over 9000 questions have been developed in the four fields mentioned 
and these are being continually supplemented and revised. 

An unusually rigorous procedure has been adhered to throughout in the 
preparation of the examination questions and the examinations themselves. 
For various reasons it was decided to develop objective material, and the 
multiple-choice type of question with a premise which states the problem and 
five choices, one and only one of which is correct, has been used almost exclu- 
sively. This form of question has turned out to be eminently satisfactory. 
Not only has it a wide range of applicability in terms of subject matter, but 
it is also demonstrating its usefulness at a judgment level as well as at a 
factual level. 

Every stage of the process has been a cooperative undertaking among 
specialists in the subject-matter field and specialists in the field of test con- 
struction. A particularly satisfactory phase of the program has been the 
decision to use persons actively engaged in public health work as item con- 
structors. The thought behind this step was that in so doing the academic, 
textbookish flavor which so frequently characterizes examination material 
would be avoided and that the questions would reflect the realistic and prac- 
tical viewpoint of the constructors. The constructors are urged to draw from 
their own experiences in developing items, but at the same time it is expected 
that the answer will be backed up by some authoritative reference. This, of 
course, is always of essential importance in any public examination, since every 
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candidate has the right to challenge the answer given as correct by the exam- 
iners, even to the extent of taking it into court, if he has grounds for disagreeing 
with it. 

Constructors are trained in the art of item-writing at a series of meetings 
and are subsequently remunerated for each item they produce. Straight- 
forward, factual items receive lower valuations, whereas items which require 
the exercise of judgment for their solution are more difficult to construct and 
therefore deserve a higher reward. As they come into the office of the Unit, 
items are given accession numbers and the choices are randomized. They are 
then reviewed in a preliminary way by the subject-matter consultant in the 
appropriate field and by the test consultant before being sent out to the panel 
of reviewers. These reviewers are all authoritative people in their fields whose 
judgment with regard to the validity of problems in the area under consider- 
ation would be generally accepted. The reviewers, who number from three 
to six, review the items in groups of 50 or more. The mechanics of this process 
involve actually going through a group of items and selecting the answer which 
is considered to be correct. When a reviewer disagrees with a constructor as 
to the correct choice, he presents the arguments for his point of view, and 
whenever he disapproves of the item on any other ground he notes the reasons 
for such disapproval. These responses and criticisms are then pooled by the 
subject-matter and test consultants and whenever necessary the items are 
revised to satisfy the objections which have been raised. Although the item 
is at this point carded, filed, and considered to be ready for inclusion in an 
examination, at no stage is it proof against further revision, as such revision 
seems to be indicated. 

The framework around which the examination is built is the job speci- 
fication prepared by the state. These specifications stipulate the areas and 
the degree of knowledge which candidates will be expected to possess at en- 
trance to the position, and it is for these so-called ‘“‘knowledges” which the 
examinations test. The subject-matter consultant, in conjunction with the 
test consultant, draws up an outline of the examination on the basis of the 
analysis of the job specifications to indicate the number and difficulty level 
of the items which are to be given in each area of knowledge. The most exac- 
ting part of the whole process—the actual “‘pulling’’ of the items from the 
files—is then begun. At no stage in the development of examination materials 
is there a greater need for the exercise of sound judgment in order that the 
final product may be an articulated and effective diagnostic instrument. The 
basic task which the examination is expected to perform is to rank the candi- 
dates in such an order that those who perform best on the examination will be 
those who will perform best on the job. To this end, the items selected for 
inclusion must each of them contribute in some measure to distinguishing 
between the better-qualified and less well-qualified candidates. 

In addition to this major criterion, certain other standards of test con- 
struction must be met: for example, certain arrangements of the items with 
regard to difficulty level within the examination have been found to be more 
satisfactory than certain others; no items can be included which contain infor- 
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mation which gives away the answer to another item; items which test for the 
possession of the same specific piece of information are uneconomical and 
should be avoided; items relating to the same subject-matter area should in 
general come together in the examination and follow a logical arrangement. 

The states receive from the Merit System Unit three copies of the exam- 
ination, including instructions to the candidate, the answer booklet and the 
answer key—all ready for duplication by the state. In order to assure the 
complete suitability of the examination, it is customarily recommended that 
local consultants review the examination in its final form in order to detect 
any material which may be unsuitable in the light of local conditions. If any 
such material has been included, substitute items are provided. The American 
Public Health Association makes this material available to the states only 
with the understanding that the state is not to release it or publish it in any 
form without the approval of the Association. This stipulation is necessary in 
order to safeguard the confidential nature of the examination material. The 
cost of an examination is related to the level of position for which it is prepared 
and is computed on a non-profit basis. 

The final step in this process of developing diagnostic instruments for the 
selection of public health personnel is, in a sense, the most essential—namely, 
the evaluation of the effectiveness with which the preceding steps have been 
taken. Such an evaluation cannot, of course, be undertaken until the states 
return to the Merit System Unit office the results of the examinations as they 
are given. An increased realization on the part of the states of the benefits 
which they will themselves derive from such a procedure is reflected in their 
increased willingness to make this material available to the Unit. Evaluation 
may proceed thereafter in a number of directions. The basic direction is the 
determination of the so-called internal consistency of the examination, or the 
degree to which the responses to the individual items agree in selecting the 
better as opposed to the poorer candidates. In order to determine whether 
this is the case, statistical analyses are undertaken to discover for each indi- 
vidual item whether the candidates who answered it correctly scored high on 
the whole examination, and whether the candidates who answered it incor- 
rectly scored low on the entire examination. If the opposite situation should 
happen to obtain, that particular item would be considered as pulling against 
the discriminating work being done by the rest of the test and would, therefore, 
be considered unsatisfactory for use with this particular group of candidates. 
The difficulty level of the questions is also determined. Items which are either 
passed or failed by the entire group are useless as discriminators and probably 
should not be included again in examinations at this level. The reliability of 
the test, that is, the consistency with which it would rank the competitors in 
the same order if it were given more than once, is also determined. 

These indices, as they are obtained, contribute to the evaluation of indi- 
vidual items and the examinations as a whole, and the interpretation of them 
makes it possible constantly to improve the effectiveness of subsequent exam- 
inations. The results which have been so far analyzed lead to four definite 
conclusions: in the first place, examinations have had a very high degree of 
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reliability so that it is possible to say with confidence that the order in which 
candidates are ranked on the examination would remain substantially the same 
if the examination were repeated; in the second place, the number of errors in 
the subject-matter content has been negligible, largely as a result of the exhaus- 
tive reviewing process to which each item is subjected before it is used; in the 
third place, the analyses have demonstrated that @ priori judgments with 
regard to the difficulty level of items must be checked against empirical evi- 
dence; in the fourth place, the individual items have been shown to possess a 
gratifying degree of discriminating power. 

The most satisfactory way of validating a test, that is, of determining 
whether an examination is really selecting the best laboratory workers or the 
best public health nurses, would be to correlate the results of the examination 
with the subsequent performance of appointed candidates. A prerequisite for 
obtaining such a measure, however, is the development of satisfactory methods 
of rating job performance, a process which at the present time is itself fre- 
quently unreliable and invalid. It is this kind of criterion, nevertheless, 
which the Merit System Unit hopes ultimately to be able to obtain. 

Future activities of the Merit System Unit will probably be directed 
towards the realization of two major objectives: the first of these will be the 
development of examination material in the fields of public health work which 
have so far not been touched; the second will be a continuation of efforts to 
measure the validity and reliability of examinations which are being prepared 
and, as a result of such measures, constantly to increase the usefulness of these 


examinations in the selection of the best qualified and most desirable public 
health workers. 





State of Health of the People of Canada in 1943* 


J. J. HEAGERTY, M.D., C.M., D.P.H. 
Department of National Health and Welfare, Ottawa 


and 
J. T. MARSHALL 


Chief, Vital Statistics Branch 
Dominion Bureau of Statistics 


| ie state of health of the people of Canada during 1943, as measured by 

Vital statistics, does not seem as favourable as in 1942, but on the whole 
the statistics do not reveal any mortality increases which might be viewed 
with alarm, and some very favourable records were established. 

The most destructive war in history entered its fourth year and factors 
which are detrimental to public health continued to play their part: curtail- 
ment of public health services due to the shortage of personnel; lack of ade- 
quate medical and nursing services in many localities; congestion of population 
in urban centres with lack of housing facilities. On the other hand, the higher 
purchasing power of the population may have offset, to a certain degree, the 
effect of some of these factors by enabling more of the people to obtain whole- 
some nutritious food. 

The most encouraging features of the statistical picture were the con- 
tinued upward trend in the birth rate and the marked decrease in the maternal 
mortality rate. 

The infant mortality, which has been decreasing steadily in the last 
decade, maintained the static level of 1942. 

The incidence of communicable diseases was comparatively high but the 
increase was due almost entirely to measles and influenza. Among the child- 
hood type of infectious diseases there was a slight increase in reported cases of 
whooping cough and decreases in chicken-pox, mumps, scarlet fever and 
diphtheria. 

The reported incidence of poliomyelitis and encephalitis (infectious) was 
less than half that of 1942, while the mortality decreased to approximately 
one-third of the 1942 rate. 


POPULATION 


The population of Canada, exclusive of Yukon and the Northwest Terri- 
tories, was 11,795,000 as of June 1, 1943, according to the estimates of the 
Dominion Bureau of Statistics. 


BIRTHS 


The number of births in 1943 was 283,035, with a birth rate of 24.0, which 
is again slightly higher than for the preceding year, when the rate was 23.4. 
The increase in the birth rate was maintained in all provinces except Nova 


*Based on preliminary figures, exclusive of Yukon and Northwest Territories. 
6 





Jan. 1945 HEALTH OF THE PEOPLE OF CANADA IN 1943 


NI 


Scotia, where the birth rate fell from 25.9 in 1942 to 25.3 in 1943. Quebec led 
all provinces with a rate of 28.6 as compared with 28.0 last year, closely fol- 
lowed by New Brunswick with a rate of 28.3 for 1943 as against 27.3 in 1942. 
New Brunswick, Manitoba and British Columbia recorded the highest ratio 
increases of 1.0, 1.0 and 1.6, with British Columbia steadily improving her 
position in the matter of birth rates in relation to the rest of Canada. 


TABLE I 
BirtH RATES PER 1,000 PopuULATION, FOR CANADA 
AND THE PROVINCES, 1943 


























CANADA PE. |N.S.| N.B.| Que.| Ont. Man.) Sask. Ata. | B.C. 
24.0 | 238 1253! 283/ 286/| 2061 226| 220| 243! 20.9 
NUMBER OF BIRTHS AND BrIRTH RATES PER 1,000 PopPULATION, 
1929 to 1943 
{| | 7. 
Year Births | Rates || Year | Births Rates || Year | Births Rates 
1929 | 235,415 | 23.5 | 1934 | 221,303 20. | 1939 | 229,468 20.4 
1930 243,495 | 23.9 1935 221,451 | 20.4 1940 | 244,316 21.5 
1931 240,473 | 23.2 1936 220,371 20.2 1941 | 255,317 | 22.2 
19382 | 235,666 22.5 1937 220,235 20.2 1942 272,313 | 23.4 
1933 222,868 | 21.0 _||_ 1988 | 229,446 20.6 || 1943 283,035 | 24.0 
MARRIAGES 


There was a decrease in the number of marriages during the year. The 
number in 1943 was 110,930 compared with 127,372 in 1942, 121,842 in 1941, 
123,318 in 1940, and 103,658 in 1939. The figures in Table II of rates by 
provinces show that the rate has decreased in every province in 1943. 


TABLE II 
MARRIAGE Rates PER 1,000 PopuLATION FoR CANADA 
AND THE PROVINCES, 1942 AND 1943 

















Year | Canada || P.E.I.| N.S. | N.B. | Que. | Ont. | Man. | Sask. | Alta. | B.C. 
1942. .| 10.9 || 81 | 11.7 | 106 | 100 | 11.9 | 114 | 80 | 112] 181 
1943..| 94 || 7.2 | 101 | 86 | 98 | 92 | 95'| 7.3 9.8 | 10.4 





NUMBER OF MARRIAGES AND MARRIAGE RATES PER 
1,000 PopuLaTion, 1929 to 1943 











Year | Marriages| Rates || Year | Marriages Rates || Year | Marriages Rates 
“1929 | 77,288 | 7.7 1934 | 73,092 | 68 | 1939 | 103,658 | 92 
1930 71,657 7.0 || 1935 | 76,893 7.1 1940 | 123,318 10.9 
1931 66,591 | 6.4 1936 80,904 7.4 1941 | 121,842 10.6 
1932 62,531 | 60 || 1937 | 87,800 8.0 || 1942 127,372 10.9 
1933 | 63,865 | 60 || 19388 | 88438 | 7.9 || 1943 | 110,930 | 94 b 
DEATHS 


The number of deaths in 1943 at all ages and from all causes was 118,494 
compared with 112,978 in 1942 and 114,639 in 1941. The death rate has in- 
creased slightly from last year. In 1943 it was 10.0, in 1942 it was 9.7, in 1941 
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it was 10.0 and in 1940 it was 9.8. British Columbia had the highest death 
rate in 1943 with 11.1, Nova Scotia and New Brunswick were in second place 
with 10.6, and Saskatchewan was again the lowest with 7.9. In comparing the 
provincial death rates, however, it is necessary to keep in mind the younger 
age composition of the population in Saskatchewan. 

TABLE III 


DEATH RATES PER 1,000 PopULATION FoR CANADA 
AND THE PROVINCES, 1943 





, , ! ; seas 
CANADA | PE.1..| NS. | N.B. | Que. | Ont. | Man. | Sask. | Alta. | B.C. 





10.0 || 100 | 106 | 106 | 101 | 105 | 97 | 79 | 82! a4 


NUMBER OF DEATHS AND DEATH RATES PER 1,000 
POPULATION, 1929 To 1943 





Year | Deaths | Rates | 


Year | Deaths Deaths Rates Year | Deaths 


| | 

J ja 

1929 | 113,515 | 11.3 || 1934 | 101,582 | 9.5 1939 | 108,951 
1930 | 109,306 | 10.7 || 1935 105, 567 9.7 1940 | 110,927 
1931 104,517 10.1 || 1936 107,050 9.8 || 1941 114,639 
1932 | 104,377 | 9.9 || 1937 113, '824 | 10.3 1942 112,978 
1933 | 101, '968 9.6 || 1938 106,817 9.6 1943 


118,494 | 10. 
During the period 1926 to 1943 the age distribution of deaths has changed, 
a larger proportion occurring after the age of 50 years compared with the 
proportion in 1926. The percentages for the two groups are shown in Table IV. 
TABLE IV 
PERCENTAGE DISTRIBUTION OF DEATHS 
CANADA, 1926 AND 1943 
Under 50 years 50 years and over 


53 47 
34 66 





The decrease in the percentage under 50 years of age is due to decreases 
in the number of deaths from Infectious and Parasitic Diseases, Diseases of 
the Respiratory System, Diseases of the Digestive System and Diseases 
peculiar to the First Year of Life. 

The increase in the percentage 50 years and over was in a large part due 
to the increase in deaths from cancer and diseases of the heart and arteries. 


INFANT MORTALITY 


In 1943 Canadian children who died before their first birthday numbered 
15,197 in comparison with 14,651 in 1942 and 15,236 in 1941. The death rate 
for infants in 1926 was 102 per 1,000 live births but by 1940 it had dropped to 
56; in 1941 it rose to 60, but in 1942 it dropped again to 54 and in 1943 it was 
again 54. The greatest decrease has been in the rate for diarrhoea and enteritis. 
Prince Edward Island, New Brunswick and Quebec showed decreases in 1943, 
but the other provinces increases. These figures reveal the very significant 
improvement that has been brought about in infant deaths, but 12.8 per cent 
of all deaths still occur in the first year of life. New Brunswick had the highest 
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rate with 68, Quebec was second with 67, and British Columbia was lowest 
with 38. 


Infant mortality rates as low as 30 per 1000, which have already been 
reached by New Zealand and certain areas in the United States, should be the 
prevailing level in most of the world. 


TABLE V 
DEATH RATES OF CHILDREN UNDER ONE YEAR PER 
1,000 Live Brrtus, 1943 


1 


Canava || P.E.1. | N.S. | N.B. | Que. | Ont. | Man. | Sask. | Alta. | 
a4 | — -—— - | } 
| 


B.C. 
38 


45 | 58 | 68 | 67 | 42 | 55 | 47 | 42 


NUMBER OF DEATHS UNDER ONE YEAR AND DEATH 
RATES PER _ Live Brirtus, 1929 to 1943 





| Deaths | Rates || Year Deaths | Rates Year | Deaths | Rates 
21,674 | | 1934 15,870 | 72 || 1939 13,939 | 61 
21,742 } 19385 | 15,730 | 71 1940 13,783 | 56 
20,360 8: | 1936 14,574 | 66 1941 | 15,236 | 60 
17,263 1937 16,693 | 76 1942 14,651 | 54 
16,284 F | 1938 14,517 63 1943 15,197 | 54 





MATERNAL MORTALITY 


The definite, continuous improvement in respect of maternal mortality 
which was noted during the past several years was again reflected in the 1943 
rate. The number of deaths during the year was 784; in 1942 it was 818 and 
in 1941 it was 901. The death rate in 1943 was 2.8 compared with 3.0 in 1942 
and 3.5 in 1941. The maternal mortality rate in 1936 was 5.6 per 1,000 live 
births and the halving of the rate by 1943 reflects the improvements provided 
for the care of Canadian mothers during childbirth. 

It is difficult to measure the part played in this decrease by the sulpha 
drugs, increased hospitalization and the possibility of a greater degree of 
medical care due to urbanization. 

Prince Edward Island had the highest rate during the year, 4.1, while 
Ontario had the lowest, 2.2. 


TABLE VI 


DEATH RATEs PER 1,000 Live BirtHs ror CANADA 
AND THE PROVINCES, 1943 


N.B. | Que. ; | Man, | Sa sk. | Alta B.C. 
| 





CANADA | P.E.I. NS. 


——— | ee ee 
iT 


2.7 


| inca 
2s 41 | 37 | 31 | 32 | 22 | a4! 25 


NUMBER OF DEATHS AND DEATH RATES PER 1,000 LIvE 
BIRTHS FROM PUERPERAL CAUSES, 1929 To 1943 


Year Deaths | Rates 


| ororororor 
i — 
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(2) Preliminary figures. 


(1) Exclusive of Yukon and the Northwest Territories 


It should be noted that the effects of certain changes in classification and re-arrangement of titles provided in the Fifth Revision of 


the International List of Causes of Death are avparent in the following 


first year of life, 


NOTE: 


Tuberculosis, Diseases of the heart, Diseases peculiar to the 
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TEN LEADING CAUSES OF DEATH 


Table VII gives the number of deaths in Canada from the ten leading 
causes for the ten years 1934 to 1943, placed in order of rating for 1943 and 
indicating: (a) the rating for each year, (b) the number of deaths, (c) the ratio 
of each cause to the total deaths, and (d) the crude death rate per 100,000 
population. 


CARDIO-VASCULAR-RENAL DISEASES 


In 1941 the total deaths from diseases of the heart and diseases of intra- 
cranial lesions of vascular origin showed a marked increase over 1940 and 
diseases of the arteries showed a marked decrease. The increase in the first 
two and the decrease in the third cause are due to a large extent to a change 
in classification of arteriosclerosis, when associated with other causes, as called 
for by the Fifth Revision of the International List of Causes of Death. An 
adjustment could be made for the deaths which are now included in intra- 
cranial lesions of vascular origin but the adjustment could not be made for 
those included with diseases of the heart. If the deaths from these three 
causes were added together, the total shows a steady increase from 26,855 
deaths in 1934 to 40,974 in 1943. It is to be expected that there will be an 
ever-increasing mortality from this group of diseases as the proportion of 
people in the older age groups increases. 

Nephritis. There was an increase in the number of deaths from nephritis 
in 1943, when the number was 7,461 compared with 7,233 in 1942 and 7,399 
in 1941. The death rate was 63.3 in 1943; in 1942 it was 62.2 and in 1941 it 
was 64.4. Quebec had the highest death rate, 100.5, and Alberta the lowest, 
35.9. 


TABLE VIII 
DEATHS AND DEATH Rates PER 100,000 PopuLATION FOR THE YEARS 1934 TO 1943 
NFPuRitis—International List Nos.: (1929) 130- 132; (1938) 130- 132 


1943 


| | | | | 
| 1934 | 1935 1936 1937 1938 1939 | 1940 | 1941 1942 | 


Deaths.| 5,643 | 6,176 | 6,402 | 6,530 | 6,492 | 6,538 | 6,835 | 7,399 | 7,233 | 7,461 
Rate...| 52.6 | 57.0| 586! 592! 583)/ 58.1 / 60.1 | 644 | 622 | 633. 


CANCER 


Each year the number of deaths reported from all forms of cancer con- 
tinues to increase, although there are indications that the peak in the rate may 
be in sight, there being an increase of 2.5 in 1943 as against increases of 5.0 
and 6.0 a few yearsago. Jn 1943 there were 14,135 deaths; in 1942 there were 
13,654 and in 1941 there were 13,417. The death rate in 1943 was 119.8 as 
compared with 117.3 in 1942 and 116.8 in 1941. British Columbia had the 
highest rate again this year, 143.3, followed by Ontario with 132.1. Saskat- 
chewan had the lowest rate with 92.5. The wide variation in the rates of the 
respective provinces is due largely to the differences in age composition. 
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TABLE IX 
DEATHS AND DEATH RATES PER 100,000 PopULATION FOR TUE YEARS 1934 To 1943 
CANCER—International List Nos.: (1929) 45-53; (1938) 45-55 






| 1934 | 1935 | 1986 | 1937 | 1938 E 1939 939 | 1 1940 0 | 1 1941 | 1942 | 1943 


Deaths.| 10, 581 11, 156 i 694 | 11,963 ,963 
Rate...| 98.6 | 103.0 | 107.0 | 108.5 | 


12,038 | 12,399 | 13,322 | 13,417 | 13,654 14,135 
108.1 | 110.2 | 117.2) 116.8! 117.3] 119.8 































COMMUNICABLE DISEASES 


Communicable diseases reported, exclusive of syphilis, gonorrhoea and 
minor communicable diseases, amounted to 217,760 as compared with 176,696 
in 1942. The number of deaths attributable to the communicable diseases was 
10,143 compared with 9,200 in 1942. The death rate per 100,000 population 
was 85.4 in 1943, 77.8 in 1942, and 145.5 in 1941. The ratio of deaths per 100 
cases was 4.6 compared with 5.1 in 1942 and 6.6 in 1941. 

Measles. In 1943 the number of reported cases of measles held first place 
in prevalence among the communicable diseases. 


TABLE X 
MEASLES 











Number of Cases Deaths 

























Reported , <a | 1988-1942 
Number | Rate 
| | Median | Average 
1943 | 1942 | 1941 | 1943 | 1942 | 1941 | 1943 | 1942 | 1941 cases deaths 











| 
peer cect anaes =f 
7 | 


60,485 | 26,258 | 81,051 | 190} 131] 325/ 16! 11] 28| 44477 | 214 | 





Manitoba had the highest death rate, 3.4 per 100,000, Saskatchewan was 
second with 3.1, and Nova Scotia and Ontario lowest with 0.8. 


Rubella (German Measles). There were 4,531 cases of this disease re- 
ported as against the epidemic figure of 56,577 in 1941 and 4,511 cases in 1942. 
In 1943 there were two deaths compared with one in 1942 and eight in 1941. 


Chickenpox. There were 30,453 cases of this disease in 1943 compared 
with 30,914 in 1942 and 27,867 in 1941. The median for the five years 1938 
to 1942 was 27,867. The number of deaths for 1943 was 29 as compared with 
28 in 1942 and 19 in 1941. The death rate for 1943 was 0.25; in 1942 it was 
0.24 and in 1941 it was 0.17. 


Smallpox. There were 6 cases of smallpox reported in 1943 and 6 cases 
in 1942 and 26 cases in 1941, with no deaths in the three years. The median 
number of cases for the five years 1938 to 1942 was 26, with no deaths. 

Mumps. In 1943 the number of reported cases was 48,304, putting 
mumps in second place in prevalence. 

In 1942 the provinces of Ontario, British Columbia and Quebec reported 
epidemics; in 1943 Ontario and British Columbia again reported epidemics, 
with Nova Scotia, Manitoba and Alberta also reporting cases in epidemic 
proportions. 
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TABLE XI 








Mumps 
Number of Cases Deaths 
Reported es 
Number Rate : 
| | | Median | Average 
1943 | 1942 | 1941 | 1943 | 1942 | 1941 | 1943 | 1942 | 1941 | cases 





deaths 


| 








48,304 | 52,344 | 22,936! 35 | 46 | 19 | 03/ 04! O02) 13498 | 22 | 


Scarlet Fever. This disease in 1943 was above the median prevalence in 
cases but below the average in deaths and death rates. 


TABLE XII 
SCARLET FEVER 








Number of Cases Deaths 
Reported a ee ee 1938-1942 
Number | Rate 
| | | Median | Average 
1943 | 1942 1941 1943 | 1942 | 1941 | 1943 | 1942 | 1941 | cases | deaths 


_ 18,639 | 20,648 | 16,966 | 100! 129| 117/ 08! 1.1] 1.0! 16,916 | 148 














Quebec had the highest death rate, 1.4, and Saskatchewan the second 
highest, 1.0. Prince Edward Island had no deaths. 

Diphtheria. There was a decrease in the number of cases for this disease 
from 2,955 in 1942 to 2,804 in 1943, but an increase in the number of deaths 
from 256 in 1942 to 287 in 1943. 


TABLE XIII 
DIPHTHERIA 








Number of Cases Deaths 
Reported ——  } 1938-1942 
Number Rate 
| Median Average 
1943 1942 1941 | 1943 1942 | 1941 | 1943 | 1942 | 1941 | cases deaths 

















2,904! 2,955! 2,866 | 287] 256| 240| 24! 22! 21] 28097 | 296 


Quebec had the highest number of cases, 1,353, and Nova Scotia was 
second with 780, but the highest death rate was recorded in Nova Scotia, 9.2, 
with New Brunswick second with 6.9 The lowest rate was in Ontario, 0.2. 

Whooping-cough. There were 19,082 cases of this disease in 1943 and 416 
deaths. The death rate was 3.5. 


TABLE XIV 
WHOOPING-COUGH 








Number of Cases Deaths | 
Reported . ; ‘i —| 1938-1942 
Number Rate | 
| | | Median | Average 
1943 1942 1941 | 1943 | 1942 | 1941 | 1943 | 1942 | 1941 | cases | deaths 




















_ 19,082 


18,384 | 16,6471 416/ 559! 437| 35! 48/ 3.8| 17,972 | 532 
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Manitoba had the highest death rate, 8.3, Quebec was second with 6.0 and 
Alberta lowest with 1.5. 

Acute Poliomyelitis and Polioencephalitis. The number of cases in 1943 
was 327 with 26 deaths and a death rate of 0.2. In 1942 there were 687 cases 
with 64 deaths and a death rate of 0.5. In 1941, an epidemic year, cases num- 
bered 1,881 with 68 deaths and a death rate of 0.6. The median for the five- 
year period 1938 to 1942 was 577 cases with an average of 64 deaths and an 
average death rate of 0.6. The death rate per 100 cases was 8.0, whereas in 
1942 it was 9.3 and in 1941 it was 3.6. 


TABLE XV 


DEATHS AND DEATH RATES PER 100,000 PopULATION FOR THE YEARS 1934 To 1943 
POLIOMYELITIS—International List Nos.: (1929) 16; (1938) 36 








| | | | | | i pores pr 
1934 | 1935 | 1936 | 1937 1938 1939 | 1940 1941 | 1942 | 1943 


Deaths. 84 64 97 83 56 | 48 | 
Rate...| 08 | 06 | 09 | 18 | 07 | 05 | 04 | 06 





Cerebrospinal Meningitis. There were 516 cases of this disease reported 
in 1943, with 124 deaths. The death rate was 1.1. In 1942 there were 765 
cases with 147 deaths and the death rate was 1.3. In 1941 there were 1,465 
cases with 206 deaths and the death rate was 1.8. 

Encephalitis Lethargica.1_ There were 43 cases of this disease reported in 
1943 with 60 deaths, and the death rate was 0.5. In 1942 there were 81 cases 
with 65 deaths and the death rate was 0.6. In 1941 there were 1,133 cases 
reported, with 179 deaths and a death rate of 1.6. 

Influenza. In 1943 there were 16,839 cases and in 1942 there were 3,397 
while in 1941 there were 9,656. In 1943 there were 2,408 deaths compared 
with 1,227 in 1942 and 2,411 in 1941. The death rate for 1943 was 20.4; for 
1942 it was 10.5 and for 1941 it was 21.0. The average death rate for the five 
vears 1938 to 1942 was 22.4 while the median number of cases was 9,656. Six 
of the provinces reported cases in epidemic proportion in 1943. Quebec had 
the highest death rate, 24.1, Manitoba was second, 22.5, and New Brunswick 
was lowest, 13.0. 

Pneumonia. \n 1943 there were 633 cases? of pneumonia reported as 
compared with 2,048 in 1942 and 1,822 in 1941. The median prevalence for 
the five years 1938 to 1942 was 2,048. There were 6,322 deaths in 1943 com- 
pared with 5,778 in 1942 and 5,955 in 1941. The death rate in 1943 was 53.6, 
in 1942 it was 49.7, and in 1941 it was 51.8. The average death rate for the 
five years 1938 to 1942 was 56.1. New Brunswick had the highest rate, 72.6. 
Nova Scotia was second, with 60.3, and Saskatchewan was lowest, with 47.6. 

Tuberculosis. There were 12,361 new cases of tuberculosis (all forms) 
reported in 1943, as compared with 12,015 in 1942 and 10,475 in 1941. Deaths 
‘in 1943 numbered 6,192 compared with 5,980 in 1942 and 6,072 in 1941. In 
1943 the death rate was 52.5, in 1942 it was 51.4, and in 1941 it was 52.8, while 

1Encephalomyelitis is included under this title in the International List of Causes of Death. 


In 1941 there were 1,109 cases reported, with 23 deaths and a death rate of 0.2. 
*A number of the provinces discontinued reporting cases in 1943. 
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the average death rate for the five years 1938 to 1942 was 52.7. The figures 
for the fifteen years 1926 to 1940 reveal a gradual downward trend. The years 
1941, 1942 and 1943 show a slackening in the downward trend with a slight 
increase in 1943. Quebec had the highest death rate, 82.3; Nova Scotia was 
second, with 68.7, and Ontario was lowest, with 28.8. 

The following table, in which the rates from 1940 to 1943 are based on the 
estimated population at mid-year 1939 for England and Wales, indicates that 
the upward trend of the disease which was apparent during the first months 
of war has been arrested and that in 1942 and 1943 the rate was below the 
pre-war level. 

TABLE XVI 
TUBERCULOsIS—England and Wales 


Respiratory Other Forms 


Number of | Rate per 100,000} Number of | Rate per 100,000 
Deaths Population Deaths Population 


RE oer. 21,260 51.6 4,258 10.3 
BEC a ch aioe Seses 21,543 52.0 4,080 9.8 
|, Oe CP eRe 23,660 57.1 4,484 10.8 
1941...  Waleavca etd 23,633 57.0 5,036 12.1 


I ccc Gea ance 50.6 4,557 11.0 
1943... 21,341 | 51.5 4,308 104 





Syphilis. There were 851 deaths reported with a death rate of 7.2 in 
comparison with 957 deaths and a death rate of 8.2 in 1942, and 913 deaths 
with a death rate of 7.9 in 1941. The average rate for the five years 1938 to 
1942 was 7.1. These figures do not represent the actual mortality from syph- 
ilis, as many deaths which are directly caused by the disease are reported under 
other causes. 

Diarrhoea and Enteritis. There was a decrease in the mortality from these 
diseases in 1943, when the number of deaths was 1,870 and the death rate 15.9. 
Eighty-three per cent of these deaths were under 2 years of age. In 1942 there 
were 2,400 deaths and the death rate was 20.6, and in 1941 there were 2,319 
deaths and the death rate was 20.2, while the average death rate for the five 
years 1938 to 1942 was 20.4. Quebec had the highest rate, 32.5, Manitoba 
was second with 16.5 and British Columbia was lowest with 5.4. 

Typhoid and Paratyphoid. There wasa slight increase in both the number 
of cases and deaths from these diseases. In 1943 there were 1,154 cases and 
114 deaths in comparison with 1,142 cases and 108 deaths in 1942, 1,550 cases 
and 165 deaths in 1941 and a five-year median of 1,550 cases and an average 
of 177 deaths for 1938 to 1942. The death rate for 1943 was 1.0, while the 
ratio of deaths per 100 cases was 9.9 as compared with a death rate of 0.9 and 
a ratio of 9.5 in 1942 and 1.4 and 10.6, respectively, for 1941. New Brunswick 
and Quebec had the highest death rates, 2.2, Prince Edward Island was second 
with 1.1, and Saskatchewan and Alberta were lowest with 0.1. 

Undulant Fever. There were 189 cases of this disease reported in 1943 
with 4 deaths and a death rate of 0.03 as compared with 152 cases, 8 deaths 
and a rate of 0.07 in 1942, and 168 cases, 4 deaths and a death rate of 0.03 in 
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1941. The median prevalence of this disease for the five years 1938 to 1942 
was 152, the average number of deaths, 7, and the average death rate, 0.06. 

Rocky Mountain Spotted Fever. There was 1 case reported in Alberta but 
no deaths. 


Anthrax. One case was reported in Quebec and 1 in Alberta, with no 
deaths. 


Leprosy. There was 1 case reported in Ontario and 2 deaths were recorded 
in British Columbia. 

Trachoma. ‘There was a further decrease in the incidence of this disease 
during 1943, with 26 cases reported, as compared with 40 cases in 1942 and 
51 cases in 1941. British Columbia reported 17 cases, Saskatchewan 5, Mani- 
toba 3, and Alberta one case in 1943 with no deaths. 


VIOLENT DEATHS 


In 1943 there were 8,218 violent deaths with a death rate of 69.7 as com- 
pared with 8,171 deaths and a death rate of 70.2 in 1942, 8,442 deaths and a 
rate of 73.5 in 1941, and the five-year averages of 7,682 deaths and 67.5 rate 
for 1938 to 1942. British Columbia had the highest rate, 101.3, Nova Scotia 
was second, with 85.2, while Prince Edward Island was lowest with 51.6. 

Accidental Deaths. There were 7,332 accidental deaths in 1943, with a 
rate of 62.2 as compared with 7,202 deaths and a death rate of 61.9 in 1942, 
7,409 deaths and a death rate of 64.5 in 1941. The average death rate for the 
five years 1938 to 1942 was 58.2. 

Included in the accidental deaths were 1,432 due to automobile accidents, 
which gives a death rate of 12.1. The number of deaths in 1942 was 1,409 
with a death rate of 12.1, and in 1941 there were 1,852 deaths with a death 
rate of 16.1. The average death rate for the five years 1938 to 1942 was 14.3. 
British Columbia had the highest rate, 17.2, New Brunswick was second with 
15.1, and Saskatchewan was lowest with 3.9. The restrictions on the use of 
automobiles caused by gasoline shortages would appear to have had an effect 
upon the death toll from motor traffic, the death rate for 1942 and 1943 showing 
a decrease over past years. 

Suicides. There was a further reduction in the number of suicides in 1943, 
when the number was 755 as compared with 839 in 1942 and 896 in 1941. The 
death rate in 1943 was 6.4; in 1942, 7.2; in 1941, 7.8, with an average death 
rate for 1938 to 1942 of 8.1. Alberta had the highest death rate, 10.0, British 
Columbia was second with 9.2, and New Brunswick and Quebec had the 
lowest rate, 3.2. 

Included in the total of violent deaths are 125 homicides and 6 legal 
executions. 

HosPITALs* 


A review of the state of the health of the people would not be complete 
without some statement of the number of people receiving care in the tubercu- 
losis sanatoria, mental institutions, hospitals for incurable, and general public 
and private hospitals. 


*Compiled from figures supplied by Mr. J. C. Brady, Institutional Branch, Dominion 
Bureau of Statistics. 
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Table XVII shows the admissions to tuberculosis sanatoria according to 
age and sex in 1943. Table XVIII classifies them according to type at the 
time of admission. 







TABLE XVII 
TUBERCULOSIS SANATORIA 
ADMISSIONS, BY AGE AND Sex, 1943 









Age Group Male Female _ Total 

0-19 years... en 940 1,238 2,178 
20-39 “ . 3,225 3,185 6.410 
<r as 1,794 695 2,489 
70 years or over... 86 31 117 


Total.... 





6, 6,045 





5,149 






















TABLE XVIII 
TUBERCULOSIS—CANADA, 1943 
ADMISSIONS TO SANATORIA, BY TYPE 


Type Total 
Childhood. ; 242 
Minimal. 2,202 
Moderately advanced... . 3,832 
Far advanced..... 3,939 
Pleurisy with effusion... . 441 
Pleurisy without effusion... . . 50 
Non-pulmonary..... 488 


WOO osc ok 





The total expenditure for the administration of these sanatoria was 
$8,619,449 for the year 1943. 

Table XIX shows the classification of patients in mental institutions 
according to mental status, by sex. 


TABLE XIX 


MENTAL INSTITUTIONS 
CANADA, 1943 


CLASSIFICATION OF PATIENTS AT END OF YEAR 
ACCORDING TO MENTAL STATUS, BY SEX 














Male Female Total 
Insane.... iaeadtresead Se 15,871 35,515 
Mental Defectives............-.. 5,338 4,797 10,135 
MI 663% bs Sadak ote ae we 378 303 681 
FR CURE CPG ao 5 ies vate cece ee __127 300 
25,533 21,098 46,631 



















The total expenditure for the maintenance of these patients in 1943 was 
$18,204,643. 

The figures in Table XX show the admissions and patients under care in 
the acute and incurable disease hospitals in Canada. The figures given are 
for 1942 as all the reports for 1943 have not been received. 


TABLE XX 
ADMISSIONS DuRING YEAR AND AVERAGE DAILY PATIENTS, 1942 


Admissions Average daily 
repre of hospital during year patients under care 
Public. A ee 1,079,007 37,308 
Private . otal aida ntavecarg 46,225 2,222 


WII. cco ccivdexs i 2,768 


Personnel Policies and Practices in Public 


Health Nursing 


DOROTHY DEMING 


Public Health Nursing Consultant, Merit Unit System 
The American Public Health Association, New York 


UBLIC health work is a partnership concerned with promoting good public 
relations. No matter how skilled your staff, or complete your equipment, 
or beautiful your building, the health of the public will not be greatly advanced 
if your relations to the people in your community are not happy. The impres- 
sion which the public receives of your work stems mainly from personal con- 
tacts—day in and day out. It is trite but true to say that even the tone of 
voice of the clerk who answers the telephone influences the public’s reaction to 
your service. How much more important is it then that the members of a 
staff who meet clients at home, on the street, and in clinics be equipped with 
every advantage and skill in making and keeping friends. Underlying the 
productive capacity of workers to win the public’s friendship are smooth- 
working relationships within the staff itself—what we call fair personnel policies 
and sound administrative practice. 

Let us examine the working relationship between the health officer and 
the nursing staff. What factors promote good service to the public? 

The public health nurse expects three perfectly definite things from the 
health officer. 

The first is information. She expects, if she is new to the position, to be 
told about the health department’s program, the plan of work, the special prob- 
lems in the community as the health officer sees them. As she becomes familiar 
with these, she expects to be kept informed of new developments, of changes 
in policy or schedules. Many a health officer has been known to initiate new 
services, discontinue routines or change policies without discussing them with 
the nurses—indeed without even notifying them. It is pretty disconcerting 
when this happens. Not only is the day’s schedule upset, but sometimes the 
staff nurse is left “tout on a limb” quite unsupported by her department. May 
| give a simple example? 

A health officer discontinued Schick testing the children entering school 
in the preschool clinic, having agreed with the school physician that the latter 
would take over the job. The field nurse was not notified. She had in the 
meanwhile laboured hard to persuade Mrs. Jones to take her two preschool 
children to the clinic for the Schick test. At last Mrs. Jones appeared, her 
brood in tow, only to be told that the test had been discontinued. How much 
faith will Mrs. Jones have in her public health nurse in the future? How 
kindly does the nurse feel toward her health officer? 

Presented at the thirty-third annual meeting of the Canadian Public Health Association, held 
in Toronto on November 6-8, 1944. 
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The public health nurse wants information of a formal kind also. Are 
you planning to use a new drug, new technique or new approach to a problem? 
The more the public health nurse knows about it the better assistance she can 
give you. Keep her up to date, please! Urge her to attend professional meet- 
ings and subscribe to professional journals. Share your new books with her. 
She wants to feel that you welcome her questions. Make it easy for her to 
consult you. If several nurses are employed, they will expect some formal 
in-service training, especially before the introduction of a new service. 

The second attribute the nurse expects to find in the health officer is 
understanding. When only three people show up at clinic when 30 are ex- 
pected, when the newspaper reporter misquotes the figures of the annual 
budget, when Mr. John Doe blows up in the office about the “neglect” of his 
condition—please get the facts before you take a stand implicating the nurse. 
The nurse protects you from many a hard knock and she expects you to under- 
stand the conditions under which she is working. She assumes you are on her 
side. In a true partnership not only are triumphs and failures shared but 
policies are adhered to until mutually abandoned. A public health nurse 
once said to me, “When Dr. Blank gives us his orders, they are not orders 
at all, but plans for a joint adventure in which we have equal stake.”’ 

Lastly, the public health nurse looks to the health officer for inspiration, 
and I really mean inspiration. Is her work good? Why not tell herso. Have 
you just received figures showing a lowered death rate from tuberculosis, or 
lower infant mortality? Share the report with the nurse before she reads it 
in the newspaper. Has that appropriation come through for a new X-ray 
machine? Interrupt staff conference and tell the nurses! Most important, 
give credit where credit isdue. Elementary? ‘Very elementary, Dr. Watson!” 

To consider the reverse side of this partnership. What does the health 
officer expect of the public health nurse? Again, three things. 

The first is preparation. He expects the nurse to have had sufficient special 
training in public health to understand the aims of his program and the methods 
of attaining them, so that he can entrust the nursing service toher. If only one 
nurse is serving on his staff, he expects her to come to him when necessary, but 
to be quite capable of planning her work and proceeding without his constant 
oversight. He wants to have the kind of confidence in her that he would have 
in a business partner, so it is up to you—in your turn, Miss Public Health 
Nurse, to share your successes and failures relating to the service with him 
and discuss new plans before adoption. 

Secondly, we may as well face it—the health officer seeks a good-looking 
nurse! Perhaps no more hopefully than the public health nurse looks for a hand- 
some health officer. We might compromise on personal neatness, good health 
and mental alertness. Throw in good judgment, dignity and tact, and you 
have an acceptable worker under any title. Naturally, you want a contented 
worker. Pleasant, convenient living quarters, a good salary with regular in- 
creases, promotion for satisfactory work, and generous vacations and sick 
leaves all tend to make happy as well as healthy workers. You should, of 
course, require a satisfactory health record when a nurse enters a position. 
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If you want to maintain energetic, interested and alert nurses may I| suggest 
you set a good example yourself, doctor? Do you—for instance—take pre- 
ventive sick leave, a long week-end or two or three consecutive days off, when 
you have been putting in a lot of overtime? Do you come back on a part-time 
schedule for a week or two after a bout with serious illness? Do you stay home 
when you are in the coryza stage of the common cold? If you do these things, 
the nurses will, too. After all, a teacher with the sniffles is not a very con- 
vincing example to others of the grave danger of spreading disease through 
coughs and sneezes. One of the reasons you have a right to expect a whole- 
some-looking nurse is because the public judges your product by her appearance. 
Sickly, untidy, weary nurses cannot sell health, whereas an attractive, work- 
manlike appearance inspires confidence. Miss Marion Howell has expressed 
this well: ‘‘In one day a public health nurse, attractively uniformed, well 
poised, cheerful and enthusiastic, making her way from home to home, from 
school to school, from one part of a large factory to another, or meeting many 
people in clinic, may do much to make or mar the standing of nursing in the 
community.’’* 


This is the day of uniforms, and their convenience, general becomingness 
and good style are appealing to all nurses, besides providing the public with a 
means of recognition. If your nurse wants to wear a uniform, encourage her 
to do so. 

The third quality a health officer looks for in a public health nurse is 
maturity of judgment and action. | really think a health officer expects more 
self-reliance and common sense from a public health nurse than from anyone 


else in the world—not excepting his wife. When everything goes wrong, half 
the staff are ill, flu is rampant, the clinic overflowing with patients and the 
doctor’s car breaks down six miles from the office—the public health nurse 
must carry on. You expect her to conduct herself on all occasions with re- 
straint, affability and intelligence. You expect her to improvise a sphygmo- 
manometer sleeve from an old tire tube or a tire tube from an enema bag! 
Nothing is beyond her. And that is as it should be. Reliability is a funda- 
mental characteristic and indispensable to the program you are directing. 

What if the business partnership does not live up to these high ideals? 
The health officer may find the nurse flighty, the nurse may look in vain for 
explanations of policies from the health officer. That is the point at which 
the nursing supervisor or consultant has her greatest usefulness. She steps 
in as the “‘great facilitator.’’ To her should go all problems relating to indi- 
vidual difficulties. 1 well remember the occasion some years ago when a health 
officer with a staff of ten nurses asked why he should spend city money on a 
supervisor. He had always supervised the nurses himself. Our national staff 
gathered a bushel-basketful of reasons. I give you a condensed version of 
them. 

Primarily, the supervisor adjusts the details of the nurses’ work to the 
needs of the community in accordance with the large plan adopted by the 
health officer—thereby saving time and overlapping of effort, and stretching 
the service to reach more people. 


*Public Health Nurse, May 1941, page 298. 
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The supervisor interprets the capacity and reactions of the staff to the 
administrator and his administrative policies to the staff. She is an impartial 
spokesman for the members of the partnership. This interpretation is not 
something that is done at ten o’clock Monday morning. It is a continuing, 
finely adjusted process requiring close observation of the daily work of the 
staff and a clear understanding of the purpose back of the health officer’s plans. 

The supervisor serves as a teacher of (1) the new nurse learning the work, 
(2) the nurse not so completely prepared as we could wish, (3) the nurse facing 
new or difficult situations, (4) the whole staff when the number warrants in- 
service training programs, (5) the students assigned for field practice. 

The supervisor develops community relationships and resources, is sensi- 
tive to social trends and legislation as they affect the nursing work, and finally, 
the supervisor guides each member of the staff toward the attainment of her 
fullest capacities. 

Today, every health officer has a right to expect good work from well- 
prepared nurses under competent supervision. 

I have tried to offer some very simple suggestions for strengthening per- 
sonnel policies in health agencies and to point out places at which the mach- 
inery may squeak a bit, thus threatening the good impression we make upon 
the public. Whether you need to use the oil can—or want to—only you who 
are in the partnership know. I recommend listening rather frequently for 
sounds of faulty gears. 


NATIONAL HEALTH WEEK 


ATIONAL Health Week, a project in health education which is sponsored 

by the Health League of Canada, has been scheduled for the week of Feb- 
ruary 4th and has received expressions of endorsation from a number of the 
Provinces. Two years ago a National Social Hygiene Day, which has been 
observed in the United States for a number of years, was introduced in Canada 
under the auspices of the League. The Health Week is an extension of the 
National Social Hygiene Day and the program will include health and religion, 
health and the school, health and the home, and health and social hygiene. 








The Fight Against Tuberculosis in Montreal 


LEO LADOUCEUR, M.D. 


Chief, Tuberculosis Section, Department of Health, 
Montreal, Quebec 


HE campaign against tuberculosis in Montreal has already achieved most 
gratifying results. Mortality, which reached far beyond 205 in 1915, has 
been reduced to 72.7 in 1943. If we compare this figure with those of other 
provinces, we can see that it is high. Lengthy dissertations have been offered 
to explain the divergence. I should like to summarize them here. 

The part played by the Koch bacillus in tuberculosis is today well known: 
there can be no tuberculosis without the infecting bacillus. Have we not, 
however, neglected to a certain degree the importance of the soil in which the 
bacillus develops and, in stressing the importance of the microbe as a cause, 
have we not left in the background a subject concerning which everything has 
not by any means been said? 

It is admitted that the primary infection by tuberculosis is of exogenous 
origin; that is to say, the microbe comes from an infectious tuberculous patient, 
while secondary tuberculous infection is almost always endogenous. Our own 
bacilli, indestructible remains of an old primary infection, carefully preserved 
in hilar or parenchymatous lymph nodes, come into play, because of the 
breaking down of our resistance due to overwork, intervening illness, under- 
nourishment, insanitary housing, puberty or menopause. Freed from the 
forces which kept them on the defensive, the bacilli emerge from their concrete 
shelters, engage in attack, moderately or violently, and the defences, broken 
down, overcome, give way; then, unless reinforcements in the form of rest, 
collapse treatment, etc., are forthcoming, another victim is on a fair way to 
add his name to the list of casualties from tuberculosis. 

And, if we take for granted that in Montreal a very high percentage of 
the population carry tuberculosis germs in their hilar nodes, practically all are 
possible victims of the awakening of a primary infection from the past. 

What factors preserve the soil or determine the system’s resistance or 
surrender to tuberculous infection? Added to factors such as malnourishment, 
poor housing and conditions of work, and as a corollary a high birthrate and 
negligence—which among the poorer classes follows naturally from their in- 
ability to give the required attention to health—the medical expenses involved 
far exceed the limits of the budget. 

Poverty makes of coddling a prohibitive luxury. Privations, physical 
discomfort endured year in and year out because means are lacking for medical 
advice or, if it can be obtained, cannot be put into effective practice unless the 
doctor wants to provide treatment without charge, lead some people to believe 
that illness is a necessary, unavoidable and incurable evil against which the 
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doctor is, in fact, powerless or a dangerous profiteer who must be avoided. 
And no one speaks with greater volubility and greater conviction of the doctor's 
extravagant demands than a poor person, when, as a matter of fact, such a 
person contributes nothing or next to nothing to the revenue of the practising 
physician. True, there are the clinics, dispensaries and hospitals where the 
needy too often imagine that they are being received as a nuisance. The poor 
have a very touchy pride and their inferiority complex makes them timid, or 
through exaggerated compensation, arrogant. Such a person is then rebuffed 
or severely put in his place and finally shown the door. 

Stress has been laid, and with cause, upon our high birth rate; or, in other 
words, the large family which, crowded in a house that is too small, deprived 
of sufficient nourishment—for to-day, contrary to all good sense, a large family 
is almost synonymous with poverty—multiplies, by the number of children, 
the risk of contagion, if there is an expectorator of bacilli in the home. Statistics 
prove that, in a poor district, contagion reaches 1 out of 5 contacts while in a 
better-class neighbourhood it reaches 1 in 10. 

Much has been written about slums in Montreal. Strictly speaking, I 
do not believe that there are very many real slums in Montreal. However, the 
dwelling called a ‘‘flat,’’ built on a lot with a 25-foot frontage, which allows of 
lighting only from front and rear, with inner rooms which rely largely or even 
entirely on artificial lighting, is far from being an ideal lodging. It is unfor- 
tunate that, in a city where space abounds, encouragement has not been given 
to a type of construction which would ensure lighting on at least three sides. 

The influx to Montreal of a working population seeking high wages in war 
industry aggravates the housing problem, and the ensuing crisis, the occupa- 
tion of unsuitable premises and the doubling up of families in houses scarcely 
big enough to accommodate one family, increases the danger of infection, and, 
to an alarming extent, the number of contacts. 

Nutrition has also become a thorny problem. ‘Tell me what you eat and 
I will tell you who you are’ can be translated into reality in the emaciated 
bodies, where tuberculosis finds a soil predisposed to receive it. We must, 
firstly, furnish large families with enough revenue to provide sufficient healthful 
food. However, the habit, acquired through lack of funds, of living on a diet 
which is unavoidably deficient, has depraved the tastes to such a point that 
to-day some people do not know what to eat and, even if they were given 
proper food, would not know how to prepare it properly. They would dislike 
its taste, so accustomed are they to their improper daily ration. Public-health 
specialists have been surprised, almost overcome, at seeing the contents and 
nature of a workman’s menu, which is bare of healthful food and replete with 
the coarsest and most insipid concoctions. 

The child, no more than the adult, should live to eat but it must eat not 
only to live but also to grow, develop properly, then survive by preserving 
intact its strength and its resistance. Why is there such a throng of sickly 
children, with soft, misplaced teeth, with bones susceptible to every manner of 
unusual curvature, with anaemic complexions and pinched faces, if this is not 
the result of a perpetual empty stomach or one filled with food deprived of all 
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nourishing qualities? Even vitamins will not make up for the lack of enough 
proper nourishment. 

By well-directed publicity, lectures, pamphlets, etc., we should, I think, 
after the war, seek to combat this tendency and try to re-establish a taste for 
good rational cooking. 

It is understood, and statistics prove it beyond doubt, that long hours, 
certain kinds of work, or those which expose the system to harmful dust or to 
the rigors of the climate or season, not only cause variations in the mortality 
rate from tuberculosis, but also tend to increase it in proportion as the above- 
mentioned conditions are present. 

Our unemployed, under-nourished for several years, were obliged, within 
a few days of the outbreak of war, to work for long hours, sometimes in day- 
time, sometimes at night, in temporary quarters, erected hastily and often not 
very healthful. The increased rate of deaths from tuberculosis threatens, for 
some years to come, to bring statistics to a figure which we had begun to hope 
would never again be reached. 

We should also condemn the employment of children, in whom woeful 
after-effects are likely to occur. 

In face of these facts and so many others which we shall recall at the proper 
time, valuable but insufficient efforts have been made. To offset insanitary 
conditions and crowded workmen’s dwellings, vacation camps, health camps, 
and scouts’ camps have been provided where fhousands of children go during 
the summer. The City of Montreal has opened, here and there, playgrounds 
where smaller children can enjoy themselves in a healthful manner and derive 
benefit from the sun. The number of wading-pools in playgrounds should be 
increased. The Provincial Government has printed pamphlets on nutrition 
and school canteens have furnished milk to small children. We must admit 
that in spite of their value these efforts are not sufficient. 

If the receptive soil is important, the part played by the microbe must not 
however be forgotten. Since the early part of the century, organizations have 
sought to find the infecting agent—or, to put it in other words, the tuberculous 
person who emitted bacilli—in order to cure him if possible, to teach him at 
least the precautions which he must take to prevent his disseminating con- 
tagion, to give him hospital care, and to examine and follow the contacts in 
order to locate possible cases of tuberculosis. 

The importance of the bovine bacillus has not been neglected and tuber- 
culosis of the ganglia and bones is surely on the decline since herds have been 
tuberculin-tested, sick cattle have been killed, and milk has been pasteurized. 
Milk sold in Montreal is now pasteurized in the proportion of 96.4 per cent. 

The tuberculin reaction has been employed for some time in Montreal 
among children. First the Von Pirquet method, then that of Mantoux and 
now the Patch Test have allowed and still permit of visualizing, in children, 
the intrusion of the tuberculous bacillus into the system and the appearance 
of allergic response. Among contacts this allows of discovering which should 
be radiographed, and among school children it facilitates control by indicating 
those who should be watched more closely. 
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The tuberculin reaction has, however, some defects. Some contagious 
diseases or temporary conditions of anergy, technical defects in its application, 
may, in given cases or during a certain period, falsify the results. 

Already in use among children by antituberculosis institutions in clinics, 
hospitals and social organizations interested in young people, the Patch Test 
has been used for three years now by the Montreal Department of Health in 
its city clinics. Of 31,000 children who have undergone this test, 14 per cent 
have shown a positive reaction. Many have since been radiographed but the 
percentage of tuberculous children found by this means hardly reached 2 per 
1,000; thus, this would be rather costly in practice. To my mind this method 
should be reserved for schools. Where a tuberculous contact might be sus- 
pected in children of preschool age with limited outside contact, the chance is 
that we will find a germ carrier in the immediate surroundings. 

The B.C.G. campaign deserves very special mention. Debatable at first, 
the conditions under which this vaccine is now produced are now above re- 
proach. Already 55,000 children from Montreal have received B.C.G. at birth. 
Some of them, in a germ-carrying family environment, have been revaccinated. 
The work already done represents a praiseworthy effort and its promoters and 
assistants who worked towards its realization deserve credit. The B.C.G. 
clinic, where a baby born of a tuberculous mother is kept until the allergic 
reaction appears, is another innovation which should not only be perpetuated 
but widened in its scope. 

Faced with the ravages of the tubercle baccillus, doctors, animated by the 
spirit of real philanthropy—first among the English and then, about 1910, 
among the French—founded clinics for the detection and treatment of tuber- 
culosis. We can never lavish enough praise upon the motives which imbued 
these originators. The institutions grew with the years, extended their field 
of action. Young doctors, anxious to aid in advancing the health of the public, 
grouped themselves around these pioneers. Today the Royal Edward and 
Bruchesi Institutes are recognized, appreciated. Maintained by provincial 
and municipal grants, assisted by private donations, they are the keystones 
of our organization in the fight against tuberculosis. Owing, however, to the 
disproportion between their financial needs and the work to be done, these 
institutions found themselves overburdened and unable to meet all the demands 
made upon them. 

Moreover, there was no municipal centre to co-ordinate these efforts or to 
appraise the results obtained. Thus it was that in 1938 the Montreal Depart- 
ment of Health, wishing to give more effective aid to the campaign which had 
been undertaken, decided to create a Tuberculosis Section where all tuber- 
culous cases would report and be classified. Some time later a radiological 
clinic was established for the use of the medical profession in the examination 
. of contacts among their needy patients. 

It had seemed to us that the first objective should be to secure from the 
medical profession in general the greatest possible amount of co-operation in 
order to work together towards the success of the antituberculosis fight, in the 
same manner as the previously existing institutions. As, however, we give no 
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treatment whatsoever, the tuberculous patients found by us, if in need of 
special hospital care, are, with the permission of the attending physician, placed 
in hospitals or referred to the Bruchesi or Royal Edward Institutes. If patients 
can be followed up by their own doctors, we become fellow-workers with private 
radiologists from whom the physician seeks advice for a patient able to meet 
the cost of X-ray examination. 

Now obligatory by a provincial law, the examination of all teachers (reli- 
gious as well as lay), begun towards the end of 1941 and ended in 1942, was an 
innovation long sought and needed. This radiographic examination has per- 
mitted the withdrawal from teaching of certain persons who were a source of 
danger to the children. Other teachers are obliged to remain under obser- 
vation in order to stem the possible revival of fibrous tuberculous lesions which 
are now in a dormant state. 

Since 1932 the Montreal Department of Health, in collaboration with the 
Catholic School Commission, has undertaken the clinical examination of teach- 
ers of both sexes during each scholastic year. This examination, insufficient 
from the point of view of pulmonary tuberculosis, was nevertheless a step in the 
right direction. I think that it contributed greatly to the adoption of the 
new law. . 

In June 1943 the Montreal Antituberculosis League was founded and the 
Department of Health collaborates closely with it. Thanks to the gift from 
the Provincial Health Department of one, and later two, 35-millimeter fluoro- 
radiographs, detection of cases in Montreal industries has taken on a new 
impetus. More than 45,000 films have been taken to date and the work will 
be intensified next year. In the Antituberculosis Institution during 1943 ap- 
proximately 60,000 chest X-rays were taken. 

Finally comes a problem the gravity of which borders on the tragic, that 
of providing hospital care for tuberculous patients, and family allowances when 
the breadwinner is obliged to rest temporarily. Pensions to needy mothers 
render some assistance but this is not enough to remedy the situation. Instead 
of moral support and plenty of nourishing food, both of which he needs, the 
tuberculous father finds himself and his family deprived of even the bare neces- 
sities which they need. Alas, even the welfare societies, in spite of all their 
goodwill, cannot meet this demand for food, as they are practically over- 
whelmed with appeals. 

In the fight which has been undertaken we must mark time and no meas- 
urable progress will be made in spite of our labours until we have obtained 
sanatoria beds in number proportionate to the exigencies of our mortality rate. 
It is our urgent duty to say and repeat that no other part of the province is 
threatened to the degree obtaining in Montreal. 





The Importance of Balance Between Vital 
Registration and Vital Statistics 


HALBERT L. DUNN, M.D. 


Chief, Vital Statistics Division 
Bureau of the Census 
Washington, D.C. 


HE customary definition of vital statistics is ‘‘The collection, tabulation and 
interpretation of data concerning human natality, mortality, morbidity, 
marriage, and divorce.”’ This definition came under fire in a recent informal 
discussion involving several State registrars. The question revolved around 
the issue of whether or not certain closely related statistical areas—in par- 
ticular morbidity statistics and population estimates—were a part of the vital 
statistics domain. 

From this discussion there emerged a new definition of vital statistics 
which is worthy of consideration. It is: ‘‘Vital statistics is the exploitation of 
vital records for statistical purposes.”’ 

Documents commonly conceded to be vital records are those of death, 
birth, stillbirth, adoption, legitimation, legal change of name, immigration, 
emigration, naturalization, marriage, annulment of marriage, and divorce. 
Many other public records on individuals are collected and officially main- 
tained, such as those of social security, military service, electoral privileges, 
payments of pensions, rationing registration, rights to practise a profession, 
authority to drive a car or pilot a plane, and a host of others. While records 
such as these are of great value and should be coordinated with the vital 
records named above, they do not have the same basic social significance and 
consequently are not classified as vital records. Sometimes public records 
which are not vital records are used as substitutes for non-existent vital records. 
The use of old census enumeration schedules for proof of age and place of birth 
is a good example of this. Other illustrations are the use of family Bibles and 
baptismal records to serve as evidence for the creation of a delayed birth certi- 
ficate. Neither can a delayed birth certificate be considered a vital record 
since it in turn merely serves as a substitute for a non-existent birth certificate. 

If it is reasonable to define vital statistics as “‘an exploitation of vital 
records”’ in the above sense, it becomes apparent that morbidity statistics and 
population estimates are not vital statistics. They are closely linked to vital 
statistics but only as a near relative and not as a direct offspring. 

Whatever disadvantage this new definition of vital statistics might have, 
it does have one merit—it brings into clear focus the true relationship between 
vital statistics and the records from which they arise. The closeness of this 
relationship has not been generally appreciated. At least two powerful sets of 
interests are involved: one set arising from the urgent needs of public health 
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for statistics which will measure the extent of health problems and progress in 
public health programs; the other rooted in the necessity of protecting the 
rights and ensuring the privileges of the individual. 

These two sets of interests are not necessarily in harmony. In many parts 
of the world the registration mechanism has been established without the 
development of statistical interests. For instance, throughout most of the 
South American nations well-entrenched civil registration mechanisms have 
functioned for decades with little or no statistics resulting from them. The 
principal purpose of these registration systems has been to record and preserve 
the facts of birth, death and marriage for their legal value. The rapidly grow- 
ing health organizations throughout these countries now find themselves with- 
out the basic statistical data they need for their work. Without access to such 
data the health agencies in some of these nations are faced with the necessity 
of trying to satisfy their statistical needs through a civil registration mechanism 
not equipped to supply such service. 

In view of the fact that the set of interests around registration have been 
much the stronger in most of the nations of the world, it is startling to realize 
how completely the improvement of vital statistics in the United States has 
resulted from interest in improving the statistics available for public health 
rather than from any interest in the use of vital records as legal documents. 
The principal exception to this has come about in the last few years. Large- 
scale registration needs have resulted from federal legislation linking social 
benefits to the necessity of proof of facts of birth, citizenship, and family 
relationships. 

Some of the earliest attempts at registration arose from a desire to put 
records on file for legal use. They were not very successful. Some of the 
colonies took action at an early date to ensure registration of vital records: 
Virginia in 1632; Massachusetts Bay in 1639; Connecticut in 1644; and New 
Plymouth in 1646. It was not until 1842, however, that Massachusetts passed 
the first State registration law modern in type. In it vital statistics was made 
the foundation of modern sanitary progress. Shortly thereafter other States 
followed the example. The drive was on but it was primarily a drive conducted 
in the interests of obtaining better vital statistics. 

Since the movement to improve vital statistics came from public health, 
it was but natural that the first attempt to obtain better vital statistics in the 
United States was through the enumeration technique rather than the exploi- 
tation of registration records for statistical purposes. 

The United States had been the first country in the world to establish a 
regular system of census-taking as an organic portion of its system of govern- 
ment. However, at the time of the adoption of the Constitution the need for 
vital statistics as an essential part of the political knowledge and as the corner- 
stone of public health administration was completely unknown. Consequently 
as constitutional authority did not exist for the direct collection of information 
on births and deaths by the federal government, this authority was vested in 
the States. 


A first attempt was made in 1850 to collect information on deaths as a 
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part of the 7th decennial census. It did not take long to discover that enum- 
eration of deaths was an uncertain method for the determination of vital sta- 


tistics. However, the method was tried thoroughly through five more censuses 
up to and including that of 1900. 


In Volume III of the 12th Census of the United States (1900) there is an 


excellent résumé of the experience in the enumeration of death by census 
procedure. 


“The data were obtained in part through the census enumerators and in part from the 
registration records of various states and cities. These two classes of returns do not possess 
the same value for statistical purposes, and their characteristics are explained below. 


ENUMERATORS’ RETURNS 

“The enumerators made their return of deaths by inquiry of the families enumerated, and 
as this inquiry was not made until after the close of the year for which the deaths were to be 
reported it was inevitable that even with the most careful inquiry many deaths would be 
omitted The failure of many enumerators to make any return of deaths upon the mortality 
schedule shows, also, that they frequently neglected to make the inquiry at all. This neglect 
of the enumerators to inquire concerning deaths, and the failure of families to report all deaths 
when the inquiry was made, have been experienced at all censuses where information was 
sought in this way, and in previous reports the deficiencies in the return of deaths by enumer- 
ation have always been pointed out and such cautionary statements made as were considered 
necessary to prevent improper use of the results obtained from this source. These precautions, 
however, were not always heeded, and misuse of the statistics based solely upon the returns of 


the enumerators has led to errors, which, if the data had been properly considered, would not 
have occurred.” 


REGISTRATION RECORDS 


“The record of deaths obtained from registration sources supplied the only data presented 
in this report that are sufficiently complete for the preparation of reliable mortality statistics; 
nevertheless, it was far more complicated and less satisfactory in certain particulars than that 
secured through the enumerators. This is due to the fact that while the enumerators’ returns 
were incomplete in a quantitative sense, they were all made in the same form and under the 
same instructions as to the facts to be reported and the distinctions to be observed, whereas 
the defects in the registration records were qualitative, occasioned by the fact that they were 
recorded under local laws and ordinances that differed materially as to the items of information 
required to be reported and were entirely silent concerning certain important distinctions 
necessary in order to make the data comparable with the census statistics of population.” 


That shows how it was recognized, away back at that time, that in spite 
of its being completely impossible to solve this problem of vital statistics by 
enumeration, it nevertheless had the tremendous advantage of being able to 
deal with systematic forms, methods and instructions that were the same, when 
you are taking them and trying to produce them from national statistics. 

In view of the experimental results testing the relative merits of enumer- 
ation and registration for collection of vital statistics, there was no longer any 
room for doubt in the minds of all those who were devoted to the cause of 
improving vital statistics that the solution of the problem lay in the improve- 
ment of State registration procedures. 

A change of emphasis was written into the basic program of the Bureau 
of the Census. To quote from the United States Mortality Volume 1900-1904: 


“The great desirability of uniformity in the laws, systems, and methods regulating the 
collection and tabulation of mortality data has long been recognized by all persons who have 
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attempted to make original compilations of the returns from different places or to extract 
comparable figures from the various statistics published, and frequent efforts have been made 
to bring about a more satisfactory condition in this respect. Success, however, depends on 
many things besides a general sentiment in favor of improvement. It requires a vast amount 
of time and hard, persistent work, such as can be supplied effectually only by a permanent 
office or bureau which has a paramount interest in the general—as distinguished from the 
local—results, and is able to act as the agent of the various interests in determining proper 
procedure, forms, and methods, in publishing the necessary documents and distributing them 
to all parties whose approval and cooperation are necessary; and in keeping all of the machinery 
in perfect order after it is put in operation. 


“The establishment of the Bureau of the Census upon a permanent basis supplied the 
means by which progress in this direction could be made, and a definite plan for the extension 
and improvement of registration methods and results was formulated, to be carried out in 
cooperation with the authorized representatives of the principal organizations interested.” 

The United States attempt and failure to solve the problems of obtaining 
good vital statistics by enumeration techniques have been dwelt on in detail 
because it teaches a lesson which should not be lost sight of; i.e., that satis- 
factory vital statistics is dependent upon satisfactory vital registration. The 
reverse is not necessarily so. The legal use of registered documents is not 
predicated upon the yield of satisfactory vital statistics. A healthy system of 
vital records can be maintained without any consideration whatsoever for the 
statistical by-products of vital records—one quite satisfactory from the view- 
point of the user of vital records as documents. 

This fact then: that good vital statistics is wholly dependent on satisfactory 
vital registration procedure—is an all-important thing for us to realize. It leaves 
the vital statistician two courses to follow: either he mans the bridge and 
charts the course to be sailed by the registration ship or he follows in her trail 
and picks up what statistical scraps he can. He can not be captain of the ship 
without being vitally interested in registration problems and their solution 
because the human interest in the proper use of vital records is of great strength. 
It is interlinked with such forces as the mother’s love of her child, the revolt 
against stigmatizing a child by branding it illegitimate, the inheritance of 
property and pensions and the like. Forces such as these cannot be gainsaid. 
Unless they are guided by a clear mind and a steady hand they will destroy 
much of the statistical advantages painfully achieved over a period of years. 

The principal difficulty in the development of a healthy coordination 
between vital records and vital statistics is the maintenance of a proper balance 
between registration and vital statistics interests. Not long ago a registrar 
told me that he hoped the State Department of Health would take over his 
statistical duties. ‘‘All the things worth while doing involve registration mat- 
ters,” he said. 

To be sure, the difficulties arising from registration problems are over- 
whelming in their range and volume. One can scarcely blame a registrar for 
such an attitude. But it is my opinion that a balance between the statistical 
and registration interests must be restored or irreparable harm will be done to 
the cause of both vital records and vital statistics. 

No one organization can do so much to improve the completeness and 
quality of birth and death registration as the far-flung network of State and 
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local county health units. Why should they be concerned about registration 
matters if they do not receive the statistics which they need? As one State 
health officer remarked to me somewhat plaintively, ‘I really do not know 
why I should worry so much about what happens to these records any more. 
They cost me four times as much in money and worry, in spite of which I get 
none of the facts I used to receive.”’ 

You are fortunate here in Canada because you have in Mr. Marshall a 
leader who does have balance in his vital statistics and vital registration inter- 
ests. In all the years I have known him he has always maintained an even 
keel and never once emphasized one side or the other. 

Some of you, as provincial registrars, have been made of weaker clay, as 
have I. At times we have strayed from the narrow path of even balance 
between registration and vital statistics. 

There is little doubt that the payoff is in the maintenance of a balance 
between the two. Both sets of interests are vitally important. Both are 
tremendously powerful. 

The idealistic American life of fifty years ago has changed. We might 
give a sigh of regret that this is so but the change cannot be denied. As people 
come into closer contact in crowded communities, vital records are of increasing 
importance to protect the rights and insure the privileges of the individual— 
the right to enter school, to obtain permits, to secure drivers’ licenses, to marry, 
to vote, to enlist, to enter civil service and to qualify for social security benefits 
or pensions. In a multitude of ways the State is entering into the daily life of 
people and requiring records of births, marriages and deaths for the interest 
of the individual. Registration has come into its own. 

The interests of registration and statistics are compatible. It only needs 
leadership and intelligent planning to develop them into a harmonious and 
balanced pattern, which will bring added strength to both subjects. The draft- 
ing of such a plan is now being attempted in the United States as a cooperative 
endeavour between the State registrars, the Bureau of the Census and others 
concerned. A first draft of a plan for the coordination of vital records and 
vital statistics has been submitted to the States by the Bureau of the Census 
as a basis for exploration and discussion. With all of us working together we 
have bright hopes that out of these explorations and discussions will emerge a 
sound workable plan that will meet the requirements of all concerned. The 
registrars of the United States are now organizing a representative committee 
of registrars which will undertake the solution of the problems involved in the 
coordination of vital records and vital statistics. 

As pointed out in the first draft of the Plan, the most important problems 
revolve around: Strengthening administrative and technical personnel respon- 
sible for local and State registration; obtaining complete and accurate regis- 
tration; protecting the integrity of registered documents; solving the problem 
of “corrections”; protecting the illegitimate, legitimized or adopted child 
against social stigma arising from the misuse of birth certificates; improving 
certification procedures in the interest of efficiency; developing a mechanism 
for establishing the fact of death promptly for those official and private agen- 
cies needing such service; and the overhauling of statistical procedures so as 
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to fill the various needs for vital statistics more adequately and at the same 
time minimize the duplication between State and federal statistical methods. 
Probably nothing is more important in the maintenance of balance between 
vital registration and vital statistics than to keep in mind, constantly, a simple 
clear-cut statement of the objectives to be achieved by the vital registro- 
statistics system. Let us pause and review the objectives suggested in the 
development of the plan: 
1. To attain completeness, accuracy and timeliness in the registration of vital 
records and the production of vital statistics from them. 
To obtain as much uniformity in definitions, certificates and practices as is 
necessary to satisfy national and inter-State needs and at the same time to 
avoid sacrificing the very real benefits arising from deviation in methods 


between the States for those requirements which come from differences of a 
local nature. 


To protect the adopted and illegitimate child from social stigma arising from 
improper disclosure of records. 

To develop efficient registration services to the public. 

To develop a balanced statistical program integrated with the various regis- 
tration processes sufficient to satisfy: (a) local, State and national needs; 
(b) public health, demographic, business and industry, and other more special- 
ized interests; (c) current, annual, and time trend requirements; and (d) 
special studies and analyses for special purposes. 

To develop and maintain active cooperative research on methodology aimed 
at improving the system both from registration and statistical viewpoint and 
at the same time eliminating unnecessary duplication of effort and expense 
between State and federal vital statistics practices. 

To develop rules, regulations and laws which will implement these objectives 
in accordance to the plan which is finally agreed upon. 

These objectives are not new. All of us have stated them as a part of our 
beliefs at one time or another. The thought that impresses one upon con- 
sidering the objectives is our tendency to concentrate from time to time on one 
goal to the exclusion of others. In the early days it was completeness of regis- 
tration. More recently it has been improvement of registration service to 
the public. Within the last year or two a storm of protest concerning the 
handling of the records for adoptions and legitimations has engrossed much of 
our attention. Just ahead lie the many problems involved with dependents’ 
allotments for members of the armed services. It looks like slim rations for 
the vital statistics requirements of the country, both locally and nationally, 
unless we can maintain a better balance in our interests in the future than we 
have in the past. We will regret it if we donot. Vital statistics are essential. 
If we do not nurture their continued growth, others will do what we fail to do. 
In that case public health or social statistics will probably absorb vital statistics. 

Such solutions might well involve the severing of vital statistics from the 
registration service. On the other hand, if we do maintain a reasonable balance 
in our dichotomy of interests and if we put up a determined struggle to main- 
tain and further develop the efficiency of our statistical services, in spite of the 
overwhelming public demands for registration service, it is my belief that the 
ultimate achievement in our chosen subject field will be hailed as an outstanding 
example of public service in the needs of the people, their organizations and 
their government. 


? 





Reduction in the Number of Mongolian 
Defectives—A Result of Family Limitation 


GEOFFREY BEALL anp R. G. STANTON 
Ontario Department of Health and Hospitals 


SIN CE mongolian defect appears to a far more marked degree in the children 

born to older mothers than in those born to younger mothers, and since 
there is today a tendency for women to have fewer children towards the end 
of the period of bearing, the proportion of mongolian defectives must be falling. 
This reduction, important in itself, would, from the results of Penrose (1939), 
be associated with a reduction of other developmental abnormalities (those of 
the foetal nervous system and central placenta praevia, in particular). 
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Ficure I* 
The relative probability that a birth will be that of a mongol. 


In Ontario, data are available to illustrate the foregoing anticipations. 
There is, first at the Ontario Hospital, Orillia, a considerable group of mon- 
golian defectives on whom Mr. H. Goodfellow kindly furnished data (sum- 
marized in Table I), as of May 30, 1944; he classified the patients by age, and 
by age of their mothers at delivery. From these data, the relative probability 
that a birth is that of a mongolian defective may be computed. The calculation 
consists of adjusting the number in each class of mongols with regard to the 
number of women who were the same age as their mother at the time of their 
birth, and the fertility of those women; then the results may be tabled by age 
of mother, as is discussed in detail in an appendix. The results must be found 
separately for the sexes, as shown in Table II. It can be seen, however, that 
the change in the probability of mongolism is essentially the same for the two 
sexes (except for the unreliable case of mothers below 20, of whom there were 


*This and the following figure are due to Mr. J. A. McClure of the Division of Psychiatric 
Research, 
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only 3) so that the results for the two sexes were combined, by finding the 
geometric mean. The result is shown in Figure I. 

The foregoing results on the relative probability of mongolism, as related 
to the mother’s age, were combined with the data, recently brought together 
by the writers (1944) on numbers of women, by age, in Ontario, and the prob- 
ability of a woman of given age having a child, to calculate the relative number 
of mongols born during the last two decades. Similarly the numbers to be 
expected for some years to come were obtained from estimates of the future 
population of Ontario. The term ‘‘relative’’ should be emphasized, because 
the previous results of Table II and Figure I only show whether the probability 


TABLE I 
MONGOLIAN DEFECTIVES IN THE ONTARIO HOSPITAL AT ORILLIA BY AGE (ON May 30, 1944) 
To NEAREST BIRTHDAY, AND AGE, AT LAsT BIRTHDAY, OF MOTHERS AT DELIVERY 
MALE MONGOLS 
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THE RELATIVE PROBABILITY THAT A BIRTH WILL BE THAT OF A MONGOLIAN DEFECTIVE 
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Ficure II 
The relative proportion of mongols to all children born, with the passage of time. 


of a delivery at a given age being that of a mongol, will be high or low, but not 
the absolute probability—since we do not know the number of mongols for 
whom admission to the Ontario Hospitals is not sought. The relative numbers 
of mongolian births in the past and to be expected in the future are shown in 
Table III. It will be appreciated that a very considerable reduction from 
109.2 to 85.7, or 22 per cent, must have taken place. In the next 20 years a 
further reduction from 85.7 to 61.1, or another 29 per cent, should take place. 


It should be pointed out that the reduction in number of mongolian births 
is due to some extent to a moderate reduction anticipated in the number of all 
births. The influence of that trend may be eliminated by calculating the 
percentage of all births that will be mongolian. Values so calculated are shown 
in the second line of Table III as the crude (observed) proportion of mongolian 
births. This crude value is based on the number of women of each age, the 
probability of their bearing children, and the probability of the children being 
mongols. This value is, however, crude in the sense that the true biological 
situation is modified by the first factor (the number of women of each age) 


TABLE III 
MONGOLISM IN ONTARIO (RELATIVE FIGURES) 
The number of mongolian births 
1926 1931 1936 1941 1946 
102.1 | 97.5 83.9 | 85.7 | 77.2 | 72.5 | 66.7 | 61.1 
The crude (observed) proportion of mongolian births 


| | 
3.02 | 297 | 293 





The true proportion of mongolian births 
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which is a compound of the historical phenomena of migration, changing birth- 
rates, and changing death-rates in the past. The true probability, with the 
elimination of these historical factors, is, in many ways, more significant. This 
true probability is calculated, for a given instant, from the consideration of 
female survival rates, fecundity rates, and rates of mongol incidence. For 
the future, as for the past, crude and true probabilities have been calculated 
at 5-year intervals and are shown in Table III and Figure II. The crude 
(observed) probability of mongolism in the population has been falling for at 
least two decades, and that fall will be continued for at least two more decades 
(from 1941). The true probability is declining even more rapidly. 

The foregoing work illustrates the importance of considering the general 
structure of a population when studies are made of the absolute incidence of 
mongolism, as in the studies by Jenkins (1933), Malpas (1937) and Penrose 
(1937). Apparent discrepancies in such work might be resolved by the con- 
sideration of birth rate by age of mother and of population structure. 

It should be noted that we have considered the incidence of mongolism at 
birth. If that may be expected to decrease until at least 1961, then the inci- 
dence in the population may be expected to decrease until at least 1970. 


APPENDIX 


THE PROBABILITY THAT A BIRTH IS THAT OF A MONGOL 


om probability that a birth is that of a mongol is related to no known factor except the 

age of the mother at delivery (Penrose, 1934). It is required to determine that relation 
from the data on mongolian defectives in the Ontario Hospital at Orillia as of May 30, 1944. 
It should be noted that this hospital houses all the young defectives under the care of the 
Ontario Hospitals, although some of the older are in other hospitals. The data are summarized 
in Table I. 

The relationship between the age of mothers and number of their mongolian issue is 
complicated by several factors, which may, however, be unravelled. With regard to male 
mongols, we may suppose that the number, born ¢ years (the counting is backward) before 
1944, of mothers m years old, to be expected at Orillia is 
Xme= fi(m)fo(t) NmaQme 
where Nm3 is the number of women m years old at the census of 1941 and Qm: is the probability 
that a woman of m years bore a son ¢t yearsago. The first function, f:(m), is the probability 
that a male born of a mother m years old is a mongol and is the prime object of our research. 
The second function is more involved but may be broken down as 
f2(t) = NmtStPt/Nms 
where 
*Nmt= Nmofs(t) 
represents the number of women m years old ¢ years ago, and 
Se= fal) 
is the probability that a male mongol is alive ¢ years after his birth, and 
P= full 


is the probability that a male mongol, alive at the moment of the count, is at Orillia. 


*We can hardly work from the census returns generally, because the immigration of young women 
to Ontario has been considerable in recent decades, and so a large and unknown number of the women 
who might have contributed mongols in 1944 were outside the province in, say, I9IT. 
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Actually our data are given, necessarily, at intervals (of a year), i.e., let 


m+1 et+.5 
Ymt -| | x ditdm 
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m+1 t+.5 
= Ns 2na| film) in| Se 
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-.5 


with the slight but practical restriction that Nmz and Qm vary abruptly at m and m + 1 or 
at ¢ + .5, but are uniform within those limits. It should be appreciated that ym: is the pro- 
duct of two independent functions, in m and ¢, if Nm3 and Qme can be estimated independent of 
the present data (as from the general data of vital statistics). 

The estimates necessary for the present work may be made by substituting empirical 
values in 
Zmt = ¥mt/Nm3Qm 
on the right, and then finding 


is a constant not to be estimated from the present data. 


The function for male mongols shown in Table II was calculated on the lines indicated, 
with the further modification of summing the estimates of c for 5-year periods (of life). A 
similar calculation was made for females. It should be realized that the values are only 
relative, since for each sex they contain an unknown factor k, peculiar to the sex. The general 
shape of the relation is very similar for male and female mongols, except, of course, in the 
case of the first group which does not give reliable results since, from Table I, there are only 
3 mothers, altogether, of an age below 20. In view of this similarity of the relation for the 
sexes, we may suppose it the same and find the geometric mean for each maternal age. Then 
it will be seen that the probability of mongolism rises rapidly towards the end of the period 
of bearing. There is also an unreliable increase in the probability for mothers below 20, and 
a plateau from 25 to 34 which has not been generally reported. 
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THE DEPARTMENT OF NATIONAL HEALTH AND WELFARE 


eens the establishing of three new departments in the Federal 

Government—National Health and Welfare, Veterans’ Affairs, and Re- 
construction—the functions of the Department of Pensions and National Health 
were assigned to two of these departments. The Honourable Ian Mackenzie, 
formerly Minister of Pensions and National Health, was appointed Minister 
of Veterans’ Affairs; and Dr. R. E. Wodehouse, formerly Deputy Minister, 
was appointed a member of the Canadian Pension Commission in the Depart- 
ment of Veterans’ Affairs, and liaison officer between that department and the 
Department of National Health and Welfare. 

The duties and powers of the new department include “all matters relating 
to the promotion or preservation of the health, social security and social welfare 
of the people of Canada over which the Parliament of Canada has jurisdiction.” 
This is truly a great charter, reflecting the recognition by the government of the 
interrelation and interdependence of the two vital fields of health and welfare. 

The Honourable Brooke Claxton, Minister of the new department, is 
an experienced Parliamentarian and deeply interested in health and wel- 
fare. After outstanding service overseas in the last war, for which he re- 
ceived the Distinguished Conduct Medal, he resumed his education at McGill 
University. Upon his graduation with honours in 1921, he practised law and 
in 1939 was appointed a K.C. He is an associate professor of commercial law 
at McGill University. In 1940 he was elected to Parliament as member for the 
Montreal constituency of St. Lawrence—St. George, and in 1943 was appointed 
Parliamentary Assistant to the President of the Privy Council. Mr. Claxton 
has had extensive experience in international affairs, having served as a Canadian 
delegate to the British Conference on Commonwealth Relations in 1935, 1939 
and 1941, and to the Institute of Pacific Relations in 1942. He represented 
Canada at the first session of the Council of the United Nations Relief and 
Rehabilitation Administration in 1943 and participated in the sessions held in 
Montreal last September. He was a government delegate at the International 
Labour Conference in Philadelphia in April 1944. 

On the occasion of the 1944 annual meeting of the Canadian Public Health 
Association, which was held shortly after his appointment as Minister, Mr. 
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Claxton outlined the work of his department as he saw it, and expressed the 
hope of having the cooperation of all voluntary agencies in developing a health 
program for Canada. Mr. Claxton has already met the officers of various 
national health agencies and professional societies and has established a relation- 
ship which should achieve effective teamwork not only between these agencies 
and the government but also among the agencies themselves. 

The new Deputy Minister of Health is Major-General G. Brock Chisholm, 
C.B.E., M.C., E.D., M.D., formerly Director General of Medical Services for 
the Canadian Army. General Chisholm served in the First World War with 
the 48th Highlanders, winning his commission in 1917. On his return to 
Canada he studied medicine at the University of Toronto, and after an interne- 
ship in London, England, with a special interest in psychological medicine, he 
practised for a number of years in Oakville, Ontario. Subsequently he joined 
the staff of the Institute of Human Relations at Yale University, and later 
went back to England to study at the Queen’s Square Neurological Hospital 
and the Institute of Psychological Medicine. Returning to Toronto in 1934, 
he engaged in the practice of psychiatry. After the outbreak of the present 
war, General Chisholm served as Commandant of the northern area of M.D. 2 
with headquarters at North Bay, and in June 1941 went to Ottawa as General 
Staff Officer. In September 1941 he set up the personnel selection organization 
of which he was named director. In May 1942 he was appointed Deputy 
Adjutant-General and in the following September he became Director General 
of Medical Services. Subsequently he was honoured by the King, being made 
a Commander of the British Empire. 

George F. Davidson, M.A., Ph.D., the new Deputy Minister of Welfare, 
has had extensive experience in both public and private welfare. After a brilliant 
record at the University of British Columbia, followed by scholarships at Har- 
vard University Graduate School, he completed a high-school teachers’ training- 
course at the University of British Columbia. Instead of teaching, however, 
he joined the staff of the Provincial Secretary’s department, to assist in the 
rapidly developing welfare program of the province, and became Superintendent 
of Welfare and of Neglected Children. At the end of 1935, he became Executive 
Director of the Vancouver Council of Social Agencies and the Vancouver 
Welfare Federation. In 1939 he was recalled to the Government Service to 
succeed Dr. H. M. Cassidy as Director of Social Welfare for the Province. In 
1940-41 the Government of British Columbia released him on loan to the 
Dominion Government in order that he might prepare for the reception and 
placement of overseas children in Canada. In April 1942 he resigned from the 
provincial service to become Executive Director of the Canadian Welfare 
Council at Ottawa. 

It is significant that in Great Britain, in the midst of the war, there have 
been presented both the report of Sir William Beveridge and the Governmental 
White Paper outlining plans for social security, which include adequate medical, 
dental, nursing and hospital services. In Canada, the Special Committee on 
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Social Security of the House of Commons is giving consideration to similar 
plans, and already the provision of family allowances has received the unanimous 
endorsement of Parliament. The new Department of National Health and 
Welfare, with its direction from Parliament to “promote or preserve the 
health, social security and social welfare of the people of Canada”, has not only 
a great responsibility, but also a great opportunity. 


THE SELECTION OF PUBLIC HEALTH PERSONNEL 


T has long been the hope of administrative health officers in Canada that it 
might be possible to develop procedures which will ensure that positions 
in public health work will be filled by those best qualified for them. The system 
followed by the Civil Service Commission of Canada in making appointments 
to the Federal Government service suggests one method of dealing with the 
problem. When appointments are to be made, Dominion-wide publicity is given 
to them through the press and other channels, and the qualifications desired 
are clearly set forth. In this way both the Government and the applicants bene- 
fit. The use of examinations for certain personnel also forms a commendable 
part of the Commission’s system of personnel selection. Like its counterpart 
in the United States and other countries, the Civil Service Commission has 
established a reputation for thoroughness and fairness. In contrast, the 
experience in both Canada and the United States has been that the effectiveness 
of civil-service administration on a Provincial or State level tends to vary 
greatly when measured from the standpoint of the basic criterion of placing the 
right person in the right job. Too often, political influence is dominant and 
patronage rules. As effective health administration is dependent upon the 
stability of the health officer’s position, it is important that political influence 
and patronage be not allowed to interfere either with his appointment to the 
position or with the execution of his duties. Fortunately, in the majority of 
provinces the local health officers can be removed from office only with the con- 
sent of the provincial authority on just cause being shown. As a result, there 
are, in Canada, relatively few changes from year to year among health officials 
serving in the Provincial and Federal departments. In the United States, how- 
ever, changes occasioned by State or municipal elections are frequently followed 
by a change of health-department officers. Because of the failure of existing 
measures to ensure the appointment of properly qualified persons to fill the ever- 
increasing number of public health positions, leaders in the United States have 
given much thought to the development of a more efficient system. 

While examinations cannot provide an adequate appraisal of the personality 
of the candidate, they do constitute the fairest method for assessing knowledge 
of technical and other procedures, and for revealing aspects of the personality 
which otherwise would not be detected. The preparation of examination papers 
is recognised by experienced teachers as a difficult and exacting task. 
Too often, in Provincial and State departments where examinations for public 
health appointments have been conducted, the health officer or the director of 
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public health nursing has compiled questions hastily, repeating questions of 
previous examinations and failing to cover the subject adequately. Such an 
examination may be entirely unfair, and promising candidates may be lost to 
the department. Those who studied the problem realized that the content and 
quality of the examination papers varied greatly, and were convinced that until 
examination papers were properly prepared gross unfairness to the candidates 
would continue. How could this be corrected? Health officers and other admini- 
strators are not specialists in setting examinations. It was appreciated that 
if the authorities conducting examinations could be supplied with appropriate 
questions, a selection could be made which would form an adequate examination. 
It was agreed that those conducting the work in the field, and administrative 
officers and others qualified, should suggest the questions and that they would 
then be prepared by a group of persons with broad experience in setting ex- 
aminations. 

With the 1939 Amendment to the Federal Social Security Act, the U.S. 
Children’s Bureau and the U.S. Public Health Service were empowered to 
require States to provide for the “establishment and maintenance of personnel 
standards on a merit basis” in connection with programs of a public health 
nature for which the Bureau and the Service administer Federal funds. One 
of the criteria of the Merit System is that personnel must be selected com- 
petitively on the basis of examinations. 

In the preparation of examination material to be used by the States for the 
selection of public health personnel, the Children’s Bureau and the Public Health 
Service sought the assistance of the American Public Health Association. The 
story of what has already been accomplished is presented in this issue in an 
article by Dr. Reginald M. Atwater, Executive Secretary of the Association, 
and Dr. Lillian D. Long. Thus far, examinations have been developed in ad- 
ministrative public health, public health nursing, laboratory work, and environ- 
mental sanitation. Since July 1942 a total of 104 examinations have been 
held in 19 States. An analysis of the results to date shows that the examinations 
have had a high degree of reliability. The Merit System Unit hopes ultimately 
to correlate the results of the various examinations with the subsequent per- 
formance of the candidates appointed. 

Public health administrators in Canada will follow with interest the work 
of the American Public Health Association in furthering the merit system 
through the preparation of suitable examination questions. The Canadian 
Public Health Association desires to give every assistance to this movement 


and appreciates representation on the sub-committee which is directing the 
program. 





Nutrition 


THE MILK-IN-SCHOOLS SCHEME IN NEW ZEALAND 


‘THE distribution of milk in the 

schools of New Zealand was intro- 
duced on March 1, 1937, with the 
object of making available to all 
school children in the Dominion a 
3-pint ration of milk on each school 
day. The ideal aimed at is to provide 
pasteurized milk in keeping with the 
regulations of the Department of 
Health—namely, holding the milk for 
30 minutes at 145-147° F. and cooling 
it to at least 50° F. The milk is sup- 
plied in bottles which have been ster- 
ilized either by the use of mechanical 
bottle-washing machines or by the use 
of steam sterilization in a cabinet 
after the bottles have been washed by 
hand. A straw is provided with a 
view to encouraging the quiet assimi- 
lation of the milk. All types of schools 
are invited to participate—State, pri- 
mary, technical, high and native, as 
well as denominational and other 
private schools and _ kindergartens. 
By March 1943 the scheme had pro- 
gressed to a point where the milk was 
available to 234,000 of the total 
school-child population of 282,000, or 
approximately 84 per cent. It has 
been found in practice that approx- 
imately 75 per cent of these children 
to whom milk is available accept the 
daily ration. The milk is provided 
free of all cost to the children, and 
acceptance of the milk by the child is 
entirely voluntary. 

When the Government decided to 
institute the scheme, the staff of the 
Department of Health was strength- 
ened by the appointment of an officer, 
designated the Milk Scheme Officer, 
who had special experience in milk 
distribution and was fully conversant 
with costs and conditions in the dairy 
trade. 

The general procedure in inaugur- 
ating the scheme in any area is as 
follows: 

1. Local committees are formed of 
representatives of local bodies, chari- 
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table organizations and those inter- 
ested in the welfare of the children, 
and representatives of teachers’ as- 
sociations. To the local committee 
are co-opted representatives of the 
departments of Education, Agricul- 
ture, and Health, the idea being that 
these officers have invaluable knowl- 
edge about schools, sources of supply 
and prospective contractors. 

2. Itis the duty of the Milk Scheme 
Officer to assist local committees, par- 
ticularly in interesting the right type 
of contractor. It is his duty to advise 
prospective tenderers of the capacity 
of plant which they will require; assist 
them, if necessary, to arrive at their 
costs; and advise them on lay-out of 
plant, the number of children and the 
schools to be supplied, and mileages it 
will be necessary for the contractor to 
cover in distributing milk. 

3. When the tender and conditions 
are finalised, the Milk Scheme Officer 
prepares a memorandum setting out 
costs, area covered, and children and 
schools to whom the milk will be 
available if the tender is approved. 

4. When the tender is accepted, the 
successful tenderer is notified,usually 
through the local committee, that he 
can proceed with the erection of 
buildings, installation of plant, pur- 
chasing of bottles, crates, etc. He is 
also informed that he must not begin 
to supply milk until such time as the 
medical officer of health for the dis- 
trict has signified his approval of the 
contractor’s methods of handling, 
treatment and distribution. The con- 
tractor, when tendering, provides a 
list of producers from whom he pro- 
poses to purchase his milk, and a 
check is made by the local represen- 
tative of the Department of Agricul- 
ture to ascertain if the proposed sup- 
pliers have the necessary facilities in 
their milking sheds to assist them in 
producing milk of the standard re- 
quired by the Department of Health. 
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5. As soon as possible, a contract is 
prepared and signed by the contractor 
and by the Minister of Health. A 
standard form of contract is adopted. 
Contracts are made for varying per- 
iods up to three years. 

A clause in the contract gives the 
contractor or the Government the 
right to apply for an adjustment of 
the price per gallon to be paid at any 
time. 

The price to the producer is arrived 
at as follows. During the summer 
period of approximately six months, 
the guaranteed price for cheese is 
taken as a basis. To this is added 
compensation for loss of by-products 
and the extra cost incurred in pro- 
viding extra facilities required in the 
milking shed of the city supply type 
as against that of the butter- or cheese- 
factory supply type. In the autumn 


a slight increase is paid to meet the 
added cost incurred in partial hand- 
feeding of cows; and during the winter 
period of four months a further in- 
crease in price is given to cover the 
additional costs incurred in feeding. 


The following are three sets of prices 
per gallon to producers operating in 
Wellington and Auckland. 

Wellington Auckland 
10.139d. 9.0d. 

Autumn.. 10.639d. 10.25d. 

Winter... 13.6d. 14.25d. 

A wider range of prices per gallon 
operates in the cost of collection, 
treatment and distribution. In some 
instances the treatment and bottling 
plant is operated for the Milk in 
Schools Scheme only; other plants are 
being used for a town supply also. 
Some contracts involve many miles in 
delivery. 7 

As it will not be practicable to 
extend the bottled milk supply to 
every district in the Dominion owing 
to areas of isolation and scattered 
school population presenting insuper- 
able difficulties, the following alter- 
native schemes are made available: 
(1) free issue of milk for cocoa-making 
purpose, (2) free issue of whole or 
malted milk powder. 

In connection with the malted milk 


Summer.. 
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powder, successful experiments have 
been made by co-operation between 
one of the medical officers of health 
and the New Zealand Dairy Com- 
pany, with the result that while the 
proprietary brands of malted milk 
powder contain approximately 30 per 
cent of dried milk or milk powder, the 
powder being used in connection with 
the Government’s Milk in Schools 
Scheme contains approximately 80 
per cent of dried milk or milk powder, 
and the Acting Dominion Analyst re- 
ports that 1} Ibs. of the powder mixed 
with 7—7} pints of water will produce 
a mixture equivalent to whole milk. 

The ‘milk for cocoa’ scheme has 
been used to supply a warm drink for 
the school children during the winter 
months. 

Quite apart from the obvious health 
advantages accruing to the children 
supplied, there are other important 
advantages to all sections associated 
with the scheme. Producers, for in- 
stance, have not only benefited from 
the cash and higher payments made 
for school milk as against the alter- 
native prices they would receive for 
milk supplied to butter and cheese 
factories, but it has been found that 
the scheme has been particularly bene- 
ficial in that it has served as an outlet 
for the surplus milk which in the past 
has had to be placed on markets in 
the main centres at cut prices which 
have been ruinous to distributors and 
producers. The Milk in Schools 
Scheme has tended to stabilize prices 
to the producer, and, owing to the 
improved processing machinery that 
it has introduced, the public as a whole 
has secured milk of a higher quality. 
It was thought by the milk-vending 
trade that the institution of the 
scheme would mean that retail sales 
to the public would decrease. This, 
however, has not been the case, and 
it appears that as a result of having 
acquired the habit of drinking milk on 
school days the children purchase it 
from the vendors or the milk bars 
when school is not in session. The 
cost of the scheme is in the vicinity of 
£160,000 per annum. 
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Interprovincial Conference 
on Health and Welfare 


SEEKING a uniform approach to health and 
welfare problems, representatives of seven 
Provinces attended a conference which was 
convened in Toronto during the week of 
January 8th by the Honourable R. P. Vivian, 
Minister of Health and Welfare for the 
Province of Ontario. Among the subjects 
discussed tuberculosis and venereal- 
disease control, mental hygiene, sanitation, 


were 


food and drug legislation, old-age pensions, 
public assistance, child care, and mothers’ 
allowances. The Provinces represented were: 
Alberta, Saskatchewan, Manitoba, Ontario, 
Quebec, New Brunswick, and Nova Scotia. 

The conference agreed to close co-operation 
between the dealing with 
venereal disease among civilians, and also 
decided that discharged members of the 


Provinces in 


armed forces suffering from venereal disease 
were primarily a Federal responsibility and 
that the full cost of their medical care should 
be assumed by the Dominion. It was felt, 
too, that the Federal Government should be 
responsible for veterans who acquired ven- 
ereal disease within one year after their dis- 
charge from the services, as well as those who 
acquired it while in the service or were suf- 
fering from it on enlistment. If medical care 
for a veteran is provided in a Federal insti- 
tution, it was agreed that the Provinces 
should be in no way responsible for the 
administration of this care. If the medical 
care is provided by an agency other than a 
Federal institution, the Province to which 
the veteran returns on his discharge from the 
services should pay the costs and later receive 
reimbursement from the Dominion. It was 
also proposed that the Dominion and the 
Provinces should establish a schedule of fees 
for venereal-disease treatment for veterans. 

The recommendations of the conference, 
which will be submitted to the Governments 
of the Provinces represented, also dealt with 
reciprocal arrangements concerning non- 
residents requiring treatment for tubercu- 
losis, mental illness, and cancer. <A further 
reduction in the price of penicillin was urged, 
to permit a wider use of this drug in the treat- 
ment of venereal and other diseases. 


It was agreed that, asa preventive measure 
against typhoid fever, all cheese not made 
from pasteurized milk should be held in 
storage for ninety days before being placed 
on the market. Another recommendation 
adopted provided that all Provinces will 
control, as quickly as possible, the infestation 
of whitefish within their boundaries and will 
adopt standards which will be uniform for 
fish used for export, and dumestic markets. 

In the field of public welfare, the conference 
agreed that uniformity was 
methods of computing income allowed to 
recipients of old-age pensions, pensions for 
the blind, and mothers’ allowances. The 
members were in agreement also that bonuses 
or medical services given to old-age pensioners 
constituted tacit acknowledgment that the 
pensions were insufficient and that this 
question should be referred to a Dominion- 


essential in 


Provincial conference. 


Free Health Service Plan 
in Saskatchewan 


SASKATCHEWAN'S recently expanded health 
and welfare services will include provisions 
for free treatment for those suffering from 
poliomyelitis, cancer, venereal diseases, and 
mental illness, it has been announced by the 
Honourable O. W. Valleau, Minister of Social 
Welfare and Acting Minister of Health. The 
objective is to provide both an adequate 
standard of living and adequate medical care 
for those who, because of mental or physical 
handicaps, are unable to make such provision 
for themselves. In the social welfare field 
the Province is now providing free medical 
services and hospitalization for recipients of 
old-age pensions and mothers’ allowances, 
blind pensioners, and wards of the Children’s 
Aid Society. The Department of Social 
Welfare authorizes medical care in these 
cases and it is supervised by the Department 
of Public Health. When medical care or 
hospitalization is a matter of emergency, it is 
available immediately, and the details are 
straightened out afterwards. A telephone 
call or a telegram to the Welfare Department 
is all that is necessary in an urgent case, and 
the patient retains his right of choice of 
physician and hospital. 
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A major innovation in Saskatchewan's 
welfare services has been the establishing of 
a field-service staff which is responsible for 
looking after cases of need in the Province. 
This has eliminated all possibility that a case 
may be neglected while the question of 
responsibility is being debated by different 
branches within the department. Every 
field worker is responsible for every social- 
welfare case inside his territory, regardless of 
category. 

Uniform standards of social aid provided 
by municipalities have also been cstablished, 
and are based on the highest standard which 
existed in the Province previously. The 
Province shares in the cost. In unorganized 
territories the whole financial responsibility 
is assumed by the Government and the 
standards there are as high as elsewhere. 

Another recent change has been to place 
industrial schools for delinquents and insti- 
tutions for aged persons within the juris- 
diction of the Department of Social Welfare. 
Previously, old people’s homes were operated 
by the Department of Public Works, while 
industrial schools were under both the De- 
partment of Education and the Department 
of Public Works. 

Health services in the Province will ulti- 
mately be directed by a Health Planning 
Board. The Board has been authorized by 
the Legislature and is now planning its pro- 
gram. 


The Merit Unit System Completes 
One Hundred Examinations 


THE Merit System Unit of the American 
Public Health Association, with offices at 
1790 Broadway, New York, has announced 
that it has prepared over one hundred exami- 
nations for the selection of public health 
personnel in nineteen States. Since the 
initiation of this program three years ago by 
the Association, nearly ten thousand indi- 
vidual questions, or “‘items’’, have been 
developed by the staff of the Unit in the 
fields of publi¢ health nursing, laboratory 
work, administrative public health, and 
environmental sanitation. An outstanding 
feature of the program has been the active 
support which it has received from public 
health workers themselves. More than three 
hundred persons engaged in the four public 
health fields in which examination material is 
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being developed have contributed to the 
work of the Unit by serving as item con- 
structors and reviewers. It is to no small 
extent the result of their realistic point of 
view that the examinations have been 
accepted where they have been used as fair 
and sound instruments for selecting qualified 
personnel]. 

Dr. George H. Ramsey, Chairman of the 
Sub-Committee on Merit Systems, presided: 
recently at a round-table conference in New 
York City which was attended by forty 
persons representing state health depart- 
ments, state civil service and merit system 
agencies, universities, the U.S. Public Health 
Service and the U.S. Children’s Bureau. 
Summaries of the discussion are available and 
may be obtained by addressing Lillian D. 


* Long, Ph.D., Merit System Unit, 1790 Broad- 


way, New York 19, N.Y. 


Brantford Maintains 
its Record 


Dr. W. L. Hutton, D.P.H., Medical 
Officer of Health for Brantford, Ontario, 
announced recently that the city had com- 
pleted the fourteenth consecutive year in 
which there was not a case of diphtheria. 


Personals 


Dr. DeW. S. Purrer, D.P.H., Medical 
Officer of Health for Kingston, Ontario, has 
been on loan to the Department of Health of 
Ontario, to assist in that department. 

Dr. Gorpon StrutHERs, D.P.H., who for 
many years was in medical work in China and 
who during the past year has been serving in 
the R.C.N.V.R. as Surgeon Lieutenant Com- 
mander, has been appointed to the Depart- 
ment of Health of Ontario in connection with 
the development of the program of full-time 
health services in that Province. 

Dr. A. E. Berry, Director of the Division 
of Sanitary Engineering in the Department of 
Health of Ontario, was chosen President of 
the Federation of Sewage Works Association 
at its recent meeting in Pittsburgh. 

Dr. A. L. MacNasps, Director of the 
Division of Laboratories, Department of 
Health of Ontario, has been appointed to 
succeed Dr. C. D. McGilvray as Principal 
of the Ontario Veterinary College at Guelph. 
He will assume his new duties on July Ist. 
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Dr. J. A. CoumitLarp, President of the 
Canadian Tuberculosis Association, has been 
made a Governor of the American College of 
Chest Physicians and will also serve as a 
member of the Pan American Executive of 
Dr. Couillard is Medical 
Superintendent of the Mont Joli Sanatorium. 

Dr. PAUL CARTIER was recently appointed 
by the Montreal Anti-Tuberculosis League 
Incorporated to direct the work of tubercu- 
losis detection in industrial establishments. 

Dr. A. LAPIERRE, of Outremont, Quebec, 
has been appointed Director General of the 
Administrative and Technical Services of the 
Ministry of Health and Social Welfare, 
of Quebec. Dr. Lapierre, who 
succeeds Dr. Elphége Lalande, had previously 
occupied this position from 1936 to 1939. 

Mr. CHRISTIAN SMITH has been named 
director of the Division of Health Education 
in the Department of Public Health of 
Saskatchewan. Mr. Smith was formerly 
director of the Social Hygiene Division of 
the Health League of Canada. 


that association. 


Province 


Death of Dr. Gordon B. Moffat 


Dr. Gorpon B. Morrat, form rly of 
Weston, Ontario, died suddenly at Kalama- 
zoo, Michigan, on January 3rd. Dr. Moffat 
graduated from the University of Toronto in 
1923, with the degree of M.B., and later 
obtained the Diploma in Public Health from 
the same university. For some years he had 
practised medicine in the United States and 
since October, 1943, he had served as Director 
of the City-County Health 
Department. Previously he had been associ- 
ated with the Children’s Fund of Michigan 
for a number of years, serving as District 
Health Officer at Grayling, Charlevoix, and 
Rogers City. 


Kalamazoo 


C.P.H.A. News 


At THE thirty-third annual meeting of the 
Association, held in Toronto on November 
6 to 8, the following members were elected 


‘ovincial representatives for 1945: Dr. 
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C. J. W. Beckwith, Sydney; Mrs. C. H. Beer, 
Charlottetown; Dr. A. E. Berry, Toronto; 
Dr. Alan Brown, Toronto; Dr. C. P. Brown, 
Ottawa; Dr. P. Creelman, Charlottetown; 
Dr. J. S. Cull, Victoria; Dr. J. E. Davey, 
Hamilton; Dr. C. E. Dolman, Vancouver; 
Dr. C. R. Donovan, Winnipeg; Dr. W. H. 
Hattield, Vancouver; Miss Muriel E. Hunter, 
Fredericton; Dr. G. P. Jackson, Toronto; 
Dr. B. C. Keeping, Charlottetown; Mr. T. J. 
Lafreniére, Montreal; Dr. G. M. Little, 
Edmonton; Dr. T. A. Lomer, Ottawa; Dr. 
M.S. Lougheed, Winnipeg; Miss Helen G. 
McArthur, Edmonton; Miss Margaret E. 
MacKenzie, Halifax; Dr. J. J. MacRitchie, 
Halifax; Mr. D. B. Menzies, Edmonton; 
Miss Edna L. Moore, Toronto; Dr. Stewart 
Murray, Vancouver; Dr. Paul Parrot, Que- 
bec; Miss Elizabeth Russell, Winnipeg; Mr. 
J. G. Schaeffer, Regina; Miss Elizabeth 
Smith, Regina; Dr. A. Somerville, Edmonton; 
Miss Dorothy E. Tate, Victoria; and Dr. 
G. R. Walton, Regina. 

SEVENTY members attended the thirteenth 
annual Christmas meeting of the Association’s 
Laboratory Section, which was held in the 
Roval York Hotel, Toronto, on December 
18 and 19. “The address by the Chairman, 
Dr. G. D. W. Cameron, will be published in 
the February issue of the JOURNAL, together 
with abstracts of most of the twenty papers 
which were presented at the three sessions. 
The following officers were elected for 1945: 
Chairman, Dr. A. L. MacNabb, Toronto; 
Vice-Chairman, Dr. C. A. Mitchell, Hull; 
Secretary, Dr. R. Hare, Toronto; Section 
Council, Dr. F. T. Cadham, Winnipeg, Dr. 
G. B. Reed, Kingston, and Dr. R. M. Shaw, 
Edmonton; Local Committee, Dr. D. T. 
Fraser, Dr. W. B. McClure, and Dr. F. O. 
Wishart, Toronto; Nominating Committee, 
Dr. A. R. Foley, Quebec, Dr. R. Gwatkin, 
Hull, Dr. W. A. Riddell, Regina, and Dr. 
W. B. McClure, Toronto. 

THE Association's thirty-fourth annual 
meeting will, it is tentatively planned; be 
held in the Roval York Hotel, Toronto, on 
November 12, 13 and 14. 





